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burns every day and who see the good results of treatment 
that is carefully planned from the start. Here is their plan, 
fully but briefly set out. 

48 pages Price 2s. 6d. (postage 4d.) 
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in surgery since the issue of the first edition. At the same time 
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a presentation of modern surgery of mc -te size. The character 
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it more generally useful to postere: nat las undergrad 
students. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


New . 
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727 pages, with 634 illustrations. 


105s. 


A complete picture of today’s most effective techniques and procedures for managing the diseases and disorders 


of the chest. 
drugs now available, the new advances in diagnostic 
surgeons can explore the thoracic cavity. 


The new information in this outstanding book is particularly vital because of the new antibiotic 


radiology, and the degree of safety with which today’s 
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health, both before and after baby arrives. 
Lactagol supplies the proteins and minerals 
necessary for the milk which as a galacta- 


gogue, it produces. 
has received medical approval. It is pre- 
scribed and recommended in lying-in hos- 
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infant welfare centres and district nursing 
associations throughout the British Isles. 


Lactagol 
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SURGERY 


This work, intended for general surgeons, senior registrars and postgraduates working for the Fellowship of 
the Royal College of Surgeons, will be issued in three volumes, each complete in itself. Volume | covers 
Surgery of the Abdomen. 
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NEW PUBLICATIONS 
A MANUAL OF ANASTHETIC 


TECHNIQUES 
By WILLIAM J. PRYOR 

84 x 5h in. 236 pp. 77 illus. 27s. 6d. 
Written primarily for House Surgeons and Registrars, this book 
will provide a vade-mecum wherein may be found the answers to 
practical problems which arise during day-to-day administration of 
anasthetics. No attempt has been made to delve deeply into the 
theory of anesthesia, the emphasis being on practical techniques. 

OBSTETRICS 


» By O’DONEL BROWNE 
Revised and rewritten by J. G. GALLAGHER 
3rd Edn. 8} Shin. 274 pp. 205 illus. 37s. 6d. 
For the new edition of the late O’Donel Browne's well-known manual 
the book has been thoroughly revised to bring it in line with current 
practice. The revision has been so extensive that Dr. Gallagher 
has virtually rewritten much of the text. 


X-RAYS 


Their Origin, Dosage and Practical Application 


Just published by 
Springer Publishing Co. Inc., New York : 


LABORATORY TESTS 
IN 
COMMON USE 


By SOLOMON GARB, M.D. 


Assistant Professor of Clinical Pharmacology, 
Cornell University Medical College. 


The book consists of a text part and two extensive 
series of tables. The text describes the 120 tests most 
commonly ordered by physicians. In his explanations 
Dr. Garb does not aim at the physician directly, but 
at the nurse or office assistant on whom the physician 
depends. In the text, the tests are grouped according 
to the specimen employed (blood, urine, etc.). The 
tests are then listed in supplementary tables according 
to organ or system whose function is measured. 


By W. E. SCHALL 
ith Edn. 9} 340 pp. 339 diagrams and 
plates. 42s. 

A simple and straightforward account of the basic physics, electrical 
engineering, and radiation physics which enter into the work of 
those who use X-ray equipment. 


JOHN WRIGHT & SONS LTD., BRISTOL 


160 pages, flexible binding 15s. 


Distributed throughout the British Empire 
(except Canada) by 
INTERSCIENCE PUBLISHERS, LTD. 


88-90 Chancery Lane, London, W.C.2 


Ready Shortly 
A Book with an Entirely New and Logical Approach 


PRINCIPLES of CHEST X-RAY DIAGNOSIS 


By GEORGE SIMON, M.D., F.F.R. 


Assistant Director, X-ray Department, Brompton Hospital, London 
Radiologist, St. Bartholomew's Hospital, London 


This work follows an unusual approach, which although the most logical and practical, has never 
been employed before. The material has been arranged under headings descriptive of the x-ray 
shadows, rather than the clinical disease labels, each type of shadow being in turn described 
factually and then discussed from the point of view of interpretation, and this obvious approach 
will give the maximum and most practical assistance in diagnosing chest diseases from radiographs. 
All kinds of abnormalities are studied, and the work gives instruction on x-ray techniques, 
including dark-room technique, tomography and simultaneous multisection tomography. 


Price 50s. net, by post 1s. 5d. extra 
Pp. x + 162 + Index. 172 illustrations 


BUTTERWORTHS 88 KINGSWAY - LONDON W.C.2 


Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2 
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Books of Outstanding Merit 


MEDICAL BACTERIOLOGY 

Includin; Mycology and Parasitolo 
By Sir LIONEL WHITBY, C.V.O., M.A., M.D., F.R.C.P., D.P.H., 
and MARTIN HYNES, M.D., M.R.C.P. 
New (Sixth) Edition. 103 Illustrations. 30s. 


THE CLINICAL APPROACH IN MEDICAL 
PRACTICE 

By G. E. BEAUMONT, M.A., D.M., F.R.C.P. 

74 Illustrations. 45s. 


PRACTICAL HAMATOLOGY 

By J. V. DACIE, M.D., M.R.C.P. 

New (Second) Edition. 43 Illustrations. 20s. 
HIGH BLOOD PRESSURE 


By G. W. PICKERING, M.A., M.B., M.D.(Ghent), F.R.C.P. 
106 Illustrations (5 in Colour). 65s. 


FORENSIC MEDICINE 

A Textbook for Students and Practitioners 
By Sir SYDNEY SMITH, C.B.E., M.D., F.R.C.P., LL.D., F.R.S.(Ed.), 
and F. S. FIDDES, 0.B.E., M.D. 
Tenth Edition. 173 Illustrations. 40s. 


THE PRACTICE OF MEDICINE 
Edited by J. S. RICHARDSON, M.V.0O., M.A., M.D., F.R.C.P. 
86 Illustrations. 


DISORDERS OF THE BLOOD 

Diagnosis, Pathology, Treatment and Technique 
By Sir LIONEL WHITBY, C.V.0., M.A., M.D., F.R.C.P., D.P.H., 
and C. J. C. BRITTON, M.D., D.P.H. 
Seventh Edition. 20 Plates (12 Coloured) and 106 Text-figures. [68s. 


PARSONS’ DISEASES OF THE EYE 
Twelfth Edition. By Sir STEWART DUKE-ELDER,¥K.C.V.O., 


D.Se., M.D., F.R.C.S. 
22 Coloured Plates and 465 Text-figures. 1956 Reprint. 45s. 


ESSENTIALS OF ORTHOPADICS 

By PHILIP WILES, MLS., F.R.C.S., F.A.C.S. 

Second Edition. 7 Coloured Plates and 393 Text-figures. 55s. 
DISEASES OF INFANCY AND CHILDHOOD 


By WILFRID SHELDON, C.V.O., M.D., F.R.C.P. 
Seventh Edition. With 18 Plates (5 in Colour) and 213 Text-figures. 50s. 


COMMON DISEASES OF THE EAR, NOSE AND 
THROAT 

By PHILIP READING, M.S., F.R.C.S. 

Second Edition. 2 Colour Plates and 38 Text-figures. 22s. 6d. 


GYNACOLOGY 
Fifth Edition. By DOUGLAS MacLEOD, MLS., F.R.C.P., F.R.C.S., 
F.R.C.0.G., and CHARLES. D. READ, F.R.CS., F.R.ACS., 
F.R.C.O.G. 
551 Illustrations, including 27 Coloured Plates. 80s. 


New Issues for early June 


a VIEWS ON THE SECRETION OF 
The Cushny Memorial Lectures 

Edited by F. R. WINTON, D.Sc., M.D. 

66 Illustrations. 30s. 
RECENT ADVANCES IN PHARMACOLOGY 


By J. M. ROBSON, M.D., D.Sc., F.R.S.(Ed.), and C. A. KEELE, 
M.D, F.R.C.P. 
Second Edition. 65 Illustrations. 40s. 


Ciba Foundation 

COLLOQUIA ON ENDOCRINOLOGY 
Vol. IX. Internal Secretions of the Pancreas. 
100 Illustrations. > 


A SHORT HISTORY OF PUBLIC HEALTH 
By C. FRASER BROCKINGTON, M.A., M.D., M.R.C.S., D.P.H. 


J. & A. CHURCHILL Ltd., 104 G 


LOUCESTER PLACE, LONDON, W.I 


CASSELL 


MEDICAL BOOKS 


NOW AVAILABLE : THE NEW SIXTH EDITION OF 


DISEASES OF THE 


NOSE AND THROAT 


By Sir St. Clark THOMPSON. Revised by V. E. NEGUS, D.SC., M.S., F.R.C.S.(ENG.), 
F.R.C.S.(EDIN.), With the assistance of G. H. BATEMAN, M.A., B.M., B.CH., F.R.C.S. 


This authoritative textbook is a classic for postgraduate students and practitioners. It contains full accounts of 

all diseases of this region, giving most attention to the commoner disorders, and to diagnosis and treatment. 

text is clear, and well written and illustrated ; it is based on the extensive experience and sound judgment of the 
authors. There is a comprehensive bibliography. 


353 illustrations, 44 plates. 


90s. net. 


SICK CHILDREN 


DIAGNOSIS AND TREATMENT 


By DONALD PATERSON, M.D., F.R.C.P. 


Revised by REGINALD LIGHTWOOD, o.p., 


F.R.C.P., D.P.H., With the assistance of F. W. S. BRIMBLECOMBE, M.D., F.R.C.P., D.C.H. 


Revision has been so heavy that this reads as a new book. Doctor Paterson’s plan has been retained and, as in 
previous editions, the main emphasis is on the diagnosis and treatment of the commoner conditions. 

Details of antibiotics, sulphonamides, other drugs, and of vitamin preparations, the electrolytes of the body fluids 
and ossification data appear as appendices, and normal data for blood composition, cerebrospinal fluid, faeces, 
and urine, are given on the end papers for easy and rapid reference. New illustrations appear throughout the book. 


7th Edition. Illustrated. 


42s. net. 


37-38, St. Andrew’s Hill, London, E.C.4 
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Inadequate Nutrition IF THERE IS NO ORGANIC 
q DISEASE TO ACCOUNT FOR 
in 
Elderly Patients N U S | 
people living on a restrict 
income often exist on an inadequate The **CHIRON’’ 
diet. Among the nutrients that have NOCTURNAL ENURESIS 
been found to be lacking in such diets 
are vitamins of the B, complex. ALARM 
(PROV. PAT. NO. 16125) 
Marmite yeast extract is a useful IS INDICATED 


source of these vitamins ; it can readily 
be taken by elderly patients, who seem 
to appreciate its piquant flavour. It 


THIS TREATMENT IS BASED 


supplies riboflavin, nicotinic acid, folic ON PAVLOV’S THEORY OF , 
acid, pyridoxin, pantothenic acid, biotin, CONDITIONED REFLEXES AND 
choline, inositol and p-aminobenzoic acid. HAS PROVED SUCCESSFUL IN 


90% OF CASES 


MARMITE =e SEE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 
y east extract FOR FURTHER INFORMATION WRITE TO:— 
|-oz. 9d., 2-oz. 1/4, 4-02. 2/4, 8-oz. 4/-, 16-02. 7/- DOWN BROS. and MAYER & PHELPS LTD. 
Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools Surgical Instrument Makers 
Literature on request 32-34, New Cavendish Street, London, w.l 
MARMITE LIMITED Telephone : WELbeck 3764, 8573. 
5402 35, Seething Lane, London, E.C.3 


OF The Mlodetn DAYTIME 
Relaxant- Sedatwe 


Seconesin combines relaxant mephenesin with 
sedative secobarbital. It is the ideal daytime sedative. 
Seconesin gives patients a feeling of pleasant 
relaxation while keeping them mentally alert. It 
helps patients to stop excessive worrying over things 


they cannot control and helps them to concentrate 
CLIMACTERIC 


osnsenw wenenes on the work which must be done each day. 


BUSINESS WORRIES Seconesin is SAFE and acts promptly 
PREMENSTRUAL TENSION 
COMPOSITION: Each tablet contains :— Ss E Cc @] N E S I N 
Mephenesin 400mg. TRADE MARK 
Secobarbital 30mg. 
PACKING: Bottles of 25, 100, 500 tablets. BASIC N.H.S. COST: 2/10d. for 25 tablets 


THE CROOKES LABORATORIES LIMITED-PARK ROYAL-LONDON NW10 


2 
2 > 
: 
4 


Tae Lancer] THE LANCET GENERAL ADVERTISER [May 26, 1956 


Simple treatment 


DUACTIN is a convenient combination of 
a very effective therapeutic agent for morning 
sickness — pyridoxine hydrochloride — and C 
phenobarbitone. 
Treatment consists of 2 tablets 3 times on the 
first day (6 tablets), followed by 3-4 tablets 
daily on the next 4-5 days. 
DUACTIN is available in packs of 20, 100 y 


and 250 tablets. 
DUACTIN... 


on request 


Pyridoxine hydrochloride .. 20 mg. 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON, W.C.2 
Telephone: Temple Bar 6785/6/7, 0251/2 Telegrams : MENFORMON, RAND, LONDON 


PAINFUL GUT 


*Merbentyl’ deals with all painful spastic conditions 
of the gastro-intestinal tract. It both blocks the 
parasympathetic nerve endings and directly relaxes 
smooth muscle. This dual action gives full relief with- 
out the unpleasant side reactions (changes of heart rate, 
mydriasis, cycloplegia, dry mouth, etc.) normally associated 
with natural and synthetic anticholinergic agents. 


*MERBENTYL 


“Merbentyl’ is available in tablets (each containing 10 mg. 
diethylaminocarbethoxybicyclobexyl hydrochloride), and as a syrup (each aS 
J ct. containing 10 mg. ‘Merbentyl’). Also combined with 
Phenobarbitone (15 mg. (gr. }) per tablet or 5 c.c. syrup). 


BLESSING OF 
CHEAP CYDER 
From a Lithograph 
by Wm. Heath . 


distributed thromghout the U.K. & Eire by RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. for tie Wm. 5S. Merrell Co., London. 
5 


Even on the highest dosage (8 tablets per day) the basic cost to the N.HLS. is less than 7d. 
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A MILK MODIFICATION SPECIFICALLY DESIGNED TO MEET THE 


NUTRITIONAL NEEDS OF THE NORMAL INFANT 


Humanised Trufood is not just a dried milk : it is a modification of cows’ milk specifically designed 

© meet the needs of the normal infant from birth. 

The fat content compares favourably with that of “Full Cream” dried milk powders. Moreover, 
as Trufood is dried by the spray process the fat is kept in a fine, well-diffused emulsion, thus ensuring 
easier assimilation. 

Full information about Humanised Trufood and the seven other Trufood milks for infants will be 


supplied on request to Trufood Limited, Green Bank, London, E.1. . 


You will find that when you have to feed an infant artificially there is a better Trufood milk available 
whatever your requirement may be. 


Full information available The Trufood Creameries 
from Trufood Limited TRUFOOD and Laboratories are at 
of Green Bank, London, E.1 Wrenbury in Cheshire 


TFD 84-944-100 
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REGISTERED 


A 


THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient's appetite, we consider Amphetone unique. It com- 
bines for the first time, Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 


FORMULA 


GENERAL STIMULANT FOR 


Sulphate B.P.C., 1/12 grain: Serychnine Hydrochloride 


BP 1/60 grain: Calcium Glycerophosphate B.P.C., 2 grains : Sodium 
Glycerophosphate B.P.C., 2 grains: Aneurine H drochisride B.P., 1/30 
grain: 
bo Blackcurrant B.P.C., 2 fluid drms.: Water, to 1/2 fluid id ounce. 


Available in bottles containing 10, 20, 40 and 80 fluid ounces. Professional prices 4/8, 8/10, 
14/7 and 26/6 each. Samples available on request. 
JAMES WOOLLEY, SONS & CO. LTD., VICTORIA, BRIDGE, MANCHESTER 3 


London stockists: May, Roberts & Co. Led., 47, Stamford Hill, London, N.16 


Nicotinamide B.P., 1/4 grain: Riboflavin B.P., 1/60 grain: Syrup 


[POISON] [54] 
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‘“Thiomerin’ 


Mark 
SODIUM 


(MERCAPTOMERIN SODIUM) 


THE NEW MERCURIAL DIURETIC FOR SUBCUTANEOUS INJECTION 


gentle, slower in onset but equal in output 
to that of any other mercurial, however 
administered. The patient benefits, both 
from a painless injection and because 
less frequent bladder emptying, 
especially at night, permits much- 


‘Thiomerin’ differs from other mercurial 
diuretics in that the mercury is in com- 
bination with an organic group plus 
another compound—sodium thiogly- 
collate, which has a marked 
detoxicating action on the mercury. 
The volume of urine excreted is mainly needed rest and imposes less strain. 
determined by the size and frequency of ‘ Thiomerin’ is indicated in 

the injections. Intravenous injections merely speed Cardiac Oedema (peripheral or pulmonary) 


Nephritic Oedema . Ascites of Liver Disease 
up the process by a few hours but have no effect Carefully selected cases of Subacute and Chronic Nephritis. 


on the final weight loss. ‘Thiomerin’ diuresis PACKING — Thiomerin’ is supplied in vials of 1.4 G, to which the 
induced by subcutaneous injection (0.5 to 2 cc) is _Sddition of 10 cc. Water wil provide 


*‘THIOMERIN’ 
SODIUM 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, N.W.1 Aygeth = 


EAR WAX Removed this easy way 


The removal of wax from the external auditory meatus has, in 

the past, normally entailed attendance by the patient for diagnosis 

and for the prescription of a suitable loosening agent, and a second 
attendance a few days later for syringing. 

Now, by the use of Cerumol Ear Drops, wax can be removed in most 
cases at one visit. A few drops of Cerumol can be instilled into the ear 
and, while another patient is being attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The wax can then be removed by: 
gentle syringing or with cotton wool. The wax may even be found 

to run out of the ear on its own accord, in which case patients themselves 
may instil Cerumol at home, obviating further attendances. 

Cerumol is anti-bacterial, non-irritating and harmless to the lining of 
the external auditory meatus or the tympanic membrane. 

Cerumol is included in Category No. 4 of the M.O.H. classified list of 
Proprietary Preparations and may be prescribed 

on N.H.S. Form E.C.10. 


PACKS :—For Surgery Use: 10 c.c. PN 


vial—separate dropper included. (Basic C E R U M O L EAR DROPS 


N.H.S. price 2/8.) For Hospital Use: 
for the easier removal of wax 


2 oz. and 10 oz. bottles. 


Distributors in U.K. : 
TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX. Tel. : WAXlow 2244 


If you wish to test for vourself and have not received recently 
@ 10 c.c. vial, please write or telephone direct to : 
LABORATORIES FOR APPLIED BIOLOGY LTD. + 91. AMHURST PARK + LONDON N.16 ~* Telephone : STAmford Hill 2252 
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Natural sleep ~ the best ally 


REPARATIVE processes are most active during the hours of sleep. When 
patients need natural, recuperative sleep, and when narcotics are contra-indicated, ‘ Ovaltine’ 
may be safely recommended for this reason: it provides palatable, concentrated 
nourishment in a form which is easily absorbed without disturbing the patient’s tranquillity, 


*“OVALTINE’ contains only the best of natural foods—malt, milk, cocoa, soya 

and eggs—plus added vitamins in standardized quantities. It is therefore useful in the dietary 
management of those diseases which are complicated by insomnia. It engenders a 

warm, soothing feeling which helps to create the conditions most favourable to the best kind 
of sleep. * Ovaltine * can be recommended with confidence. 


Vitamin Standardization 
per oz.—Vitamin B,, 0.3 mg. ; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, London W.1 


Manufactory, Farms and ‘ Ovaltine’ Research Laboratories: King’s Langley, Herts. 
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PLASTER 


PO ER 
CATA lyst 


Strength, lightness and resistance to water 
combine to make this new type of plaster of Paris 


bandage much more economical in use 


Very hard, water resistant casts result when plaster of 
Paris is polymer reinforced. That is why Gypsona 
‘Extra’ has, in addition to all Gypsona’s well-known 
qualities, these extra advantages : 

Durability 


Gypsona ‘ Extra’ casts outlast all other plaster casts and are 
more resistant to damage and the effects of water. 

Lightness 

Casts are thin, comfortable to wear, and therefore allow better / 
functional treatment. 

X-rays 7 
Thinner casts permit greater clarity in X-ray photographs. / 
Cleanliness 

Negligible plaster loss means less mess and a saving of time. 
Economy 

When the recommended method of application is followed, 
two Gypsona ‘ Extra’ bandages will do the work of every three 
plaster bandages now used, and a more durable cast results. 


(Gypsona standard bandages remain available for those cases 
where the special qualities of Gypsona ‘ Extra’ are not required) 


An product 


DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY « HERTS 


Fs 
is 
3 
Gypsona 
EXTRA 
PLASTER OF 
| 
\ 
= 


Tue Lancer] THE LANCET GENERAL ADVERTISER [May 26, 1956 


A new compound 


Contact Laxative 
free from systemic effects 


Enteric Coated Tablets 


act overnight 


Suppositories 


promptly empty the lower bowel 
replacing the enema 


Tablets (enteric coated) of 0.005 g. 
Bottles of 30 and 200 
Suppositories of 0.01 g. Boxes of 6 and 50 


a 
a 
 (4,4"- diacetoxy - diphenyl)-(pyridyl!2) methane 
1 
} 
= 
| 
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PREVENTION and treatment 


miscible base. 


DRAPOLENEisa cream formula- The water miscible property of the: 

ted specifically for the prophylaxis cream allows ease of application and : PACKS 

andtreatmentofurinarydermatitis. facilitates the napkin toilet. The =  202- tubes. 
application of DRAPOLENE to both == /®. dispensing jars. 

mild and severe forms of urine rash 


, provides a soothing effect which gives 
DRAPOLEN E relief from the distress associated with 
g | all forms of urine rash. Many infant 
s CREAM ey welfare centres confirm that even the 
severest cases respond satisfactorily in 

four to six days. 


PRESCRIBE DRAPOLENE BY NAME 
CALMIC LIMITED, CREWE. Phone “PEWE 325/-5 LONDON: 2 Mansfield St.,W./. Phone LANgham 8038-9 


BAUSTRALIA 458-468 Wattle Street, Ultimo, Sydne, \.S.w. CANADA: Termina: Buriainys, York St., Toronto, 
Di. 
ll 


: 
{ 
: 
\ 


THE LANcET] 


THE LANCET GENERAL ADVERTISER 


[May 26, 1956 


FORMULA 


PERDILATAL 
1- (p-hydroxypheny]l) 2 (1° 
methyl 3’ phenyl-propyla- 


mino) - propanol -(1) hydro- 
chloride 
0.3% 
Propy! salicylamide 
5.0% 
Methy! nicotinate 
1.0% 
Glycol salicylate 
ous 10.0° 
Vanishing cream base 
83.7% 


(1) Lancet, 1956, , 257. 


Vasodilator relief of 
rheumatic pain and local 
circulatory disorders 


THERMONA, because of its unusually effective 
formula, produces a surface vasodilatation which 
extends beyond the area treated. It acts directly 
on the arterioles. 


PERDILATAL (formerly known as Dilatal), a powerful 
vasodilator which (when given systemically) increases 
muscle blood flow (1), and also produces a slight inctease in 
cutaneous flow. 


Propyl salicylamide, an analgesic more powerful than other 


derivatives of salicylamide and salicylic acid. 


Glycol salicylate and methyl nicotinate are often included in 
analgesic creams. In Thermona they have the function of 
reinforcing respectively the actions of propyl salicylamide 


INDICATIONS 


(1) The group of conditions covered by the terms 


* muscular rheumatism ’ and ‘ fibrositis ’. 

(2) Local circulatory disorders where they have 
surface manifestations (e.g., chilblains, Raynaud’s 
disease) 


AVAILABILITY 


Tubes containing 20 G (approx.) prescribable on N.H.S. 
form E.C.10. 


an product 
all 


SMITH & NEPHEW LTD: WELWYN GARDEN CITY: HERTS 
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Ulcer 


Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


“Calcium aspirin does not have this irritant action unless it has 
deteriorated through standing, and it can be used with impunity, 
especially if prescribed in soluble form. This simple measure would, in 
our opinion, cut down significantly the incidence of hamatemesis and 


exacerbations of ulcer symptoms.” 
British Medical Journal, July 2nd 1955 


so LP RI N provides calcium aspirin in pure and stable form 
co D I Ss is a compound tablet that provides codeine and 


phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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CARNATION MILK 
for Infant Feeding 


The advantages 
of Homogenisation 


1 Breast Milk 2 Carnation 1k diluted to 3 Cows’ Milk 
whole milk standard 


The reduced reproductions of photo-micrographs above (originally magnified 
560 times) show a direct comparison between the fat globule size and 
distribution in breast milk, Carnation Milk and cows’ milk. It will be seen 
that the-homogenisation process given Carnation Milk breaks down the large 
globules of ordinary cows’ milk and distributes them evenly. 


The fat globules of ordinary cows’ milk the Vitamins A, E and K — the phos- 
average 5 microns. Carnation globulesafter pholipids and sterols of whole milk. 
} homogenisation average 1 micron, and this | Homogenisation renders a full-cream milk 
reduction in size increases the total number superior for all infant feeding. 
of fat globules by a minimum of 125 times. 5 Feeding bottles are easily cleaned by 
As only the total surface area of the even inexperienced mothers. The risk of 
globules has been increased and not the _ bacteria entrapped ina fat film is eliminated. 
mass, the attraction between fatand serum 6 The adaptability of Carnation because of 
exceeds gravitational force and a perman- homogenisation permits the use of one 
ent emulsion is formed. Butterfat, simple milk for ALL infant feeding, with 
therefore, cannot separate out. the exception of specific intolerances to 
The advantages of homogenisation milk solids other than whey proteins. 
when prescribing Carnation Milkare: Other attributes of Carnation Milk: 


1 Fat globule surface area available for 1 Safety, because of sterilisation after the 


enzymic action is increased as much as five Carnation cans are sealed. 

times over that of ordinary milks. 2 Hypo-allergenic properties. 

2 Complete digestion of the butterfat is | 3 Uniformity — due to standardisation of 
practically assured and the irritating effect solids, 

of free fatty acids, so troublesome with 4 Prophylactic D3. 

ordinary milk, is eliminated. 5 Accuracy of measurement. 

3 Miscibility of the fat in Carnation Milk 

with: 


(a) Water during feed preparation and 

without subsequent fat separation. 

(b) The contents of the upper digestive 7), Feeding of Infants’’ — a book specially 

tract. for doctors — together with reprints of clinical 

4 Reduction below full-cream value __ investigations and Carnation feeding charts 

are available trom: Medical Department 

removes proportionate ly the important General Milk Products Limited, Bush House, 
nutrients carried by butterfat. These are Aldwych, London, W.C.2. 


Carnation Milk “from contented cows” 
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Dettol active... 


against both Gram-positive and 


Gram-negative micro-organisms. 
Under standard conditions of test a dilution of 
1 in 200 kills Staph. aureus in 10 minutes; 


a 1 in 500 dilution kills Strep. pyogenes 


in 10 minutes. 


Dettol_cretains a high degree of efficiency in the presence 


of organic matter. 


Dettol_is not incompatible with soap, traces of which 
need not be removed before application. 


Dettol_is non-poisonous and non-staining. 


Dettol_is well tolerated by the skin and tissues. 


INSTRUMENT DETTOL 
Instrument Dettol is widely used as a 
most effective and practical means of 
disinfecting surgical instruments — 
steel, stainless steel and plated, as well 
as glassware, rubber appliances and 
nylon sutures. 


SURGICAL DETTOL 
Surgical Dettol isa specially formulat- 
ed tincture for the surgical preparation 


of the skin. It remains actively bac- 
tericidal for a considerable period 
after drying. Itdries quickly and leaves 
a non-slippery surface. Bactericidal 
action is not adversely affected by 
the use of ordinary soap solutions. 
Surgical Dettol in clinical use has 
proved non-toxic and non-irritant 
when used in accordance with the 
directions. 


For leaflets giving full information on 
Instrument Dettol 
and Surgical Dettol 


Please write to: 
RECKITT & COLMAN LTD., 
PHARMACEUTICAL DEPARTMENT, HULL, 
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THIS WOMAN is suffering from toxaemia 
of pregnancy. Oedema has made the 
wedding ring difficult to remove. 

A clear case for 10% salt-free 
DEXTRAVEN, the established clinical 
dextran solution. 

DEXTRAVEN feduces the oedema, pro- 
motes diuresis. These effects, to- 
gether with a lowered blood pres- 
sure, were particularly observed 
in a series of cases treated with 
10% salt-free dextraven.!- 


clear case for D 


BENGER LABORATORIES LIMITED 


©.3 (Rev 2) 
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HOLMES CHAPEL 


DEXTRAVEN is stable indefinitely under 
all climatic conditions—no special 
storage precautions are necessary. 
10% SALT-FREE DEXTRAVEN is also 
recommended for the treatment of 
nephrotic syndrome.?2- 
FULLY DESCRIPTIVE literature is 
available and a Technical 
Information Service is always 
at your disposal. 


1. ACTA OBST. GYNEC. SCAND., 1950, 30, suppl. 6. 
2. BRIT. MED. J., 1954, 1, 883. 
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A NEW 


ORAL | 
CHEMOTHERAPEUTIC 
FOR 

TUBERCULOSIS 


A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions 


DIPASIC IS AVAILABLE FOR INVESTIGATION 


LITERATURE 
ON THERAPY 
AND DOSAGE 
ON REQUEST 


TABLETS OF 100 mg. OF ISONICOTINIC S) 
ACID HYDRAZIDE-P-AMINOSALICYLATE P 


BENGUE & CO. LTD. manuracturine cHEmists 


MOUNT PLEASANT - ALPERTON - WEMBLEY - MIDDLESEX 


BENGUE & CO. LTD. MAKE “ DIPASIC’’ AVAILABLE IN THE UNITED KINGDOM BY ARRANGEMENT WITH 
ED. GEISTLICH SONS LTD., WOLHUSEN (SWITZERLAND), 
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For infections of the mouth and throat and 


for the relief of sore throat and laryngitis 


Introducing 


| ‘HIBITANE?’ antiseptic lozenges 


Containing the new 1.C.1. antiseptic ‘Hibitane’ Chlorhexidine 


* Formula: ‘Hibitane’ Dihydrochloride 5 mg. Benzocaine B.P. 2 meg. 


ADVANTAGES 


1 Powerful antibacterial effect against 
Gram-positive and Gram-negative organ- 
isms. Also active against Monilia and 
Aspergillus. 


2 The saliva produced when sucking a 
lozenge is highly bactericidal to mouth 
pathogens. Saliva tests show ‘ Hibitane’ 
lozenges to be far superior to other 
antiseptic lozenges. 


3 Low oral toxicity; harmless to the 
tissues locally. 


4 No sensitivity reactions, local or 
general, have been reported with 


‘Hibitane’. 


5 Bacteria do not develop resistance to 
*Hibitane’, nor can resistance be induced 


in vitro. 


6 The lozenges are pleasantly flavoured 
and well liked by children. 


‘Hibitane’ Lozenges are issued in tubes of 12. Basic N.H.S. cost 1/5d. 


(plus purchase tax) for 12 lozenges. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED WILMSLOW viol 
A subsidiary company of Imperial Chemical Industries Limited 
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Physiologic rehabilitation 
of the constipated bowel 


1. Absorption of senna glycosides 
into blood stream with no effect upon 
stomach and small intestine 


2. Excretion into large bowel— 
conversion into active principles 


3. Activation of large bowel 
peristalsis via myenteric nerve 
plexus (Averbach’s) 


Neuro-muscular stimulation of the 
defaecation mechanism with 
restoration of natural rhythm 


SENOKOT (the first standardised preparation of senna 
containing the total active constituents of the pod) is not , 
a laxative in the usual sense. It restores large bowel 
sensitivity and reflex evacuation, and the general trend of therapy in the treatment of 
chronic constipation is the regular administration of the dose required to give a 
comfortable motion. As natural rhythm is established, dosage is gradually reduced 
and finally discontinued. 


Brit. Ency. Med. Pract., Cum. Suppl. 1955 p. 79; Lancet, 1952, 1, 655; ibid 1953, 1, 497 and 602; 
Med. Press, 1954, 231, 521; ibid 1954, 232, 127; Pharm. J. 1951, 167, 115; Practitioner 1953, 170, 206. 


GRANULES: 2 02z., 6 oz. and 2 Ib. kK 
TABLETS: 50, 200 and 1,000. 


Prescribed under the N.H.S.: 
STABLE STANDARDISED SENNA 


J.C.P. Category 3; inexpensive; 
not advertised to the public. Granules: 1-2 teaspoonfuls. Tablets: 2 - 4. 


Brit. Pat. No. 683,990 
@ WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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Preven tiom 
of IMZotiom 
Sichkness 


The Incidence 


ALL DRUGS THAT are effective in the pre- 
vention of motion sickness have the 
drawback of undesirable side effects. 
Those side-effects range from the neg- 
ligible to the severe, and include head- 
ache, giddiness, drowsiness, dry-mouth, 
and elation. 

In a test reported in the Lancet,* 
special attention was paid to side-effects. 
Whilst hyoscine hydrobromide was 
shown to protect 94°, of the subjects 
from vomiting, the only significant ad- 
verse symptom was slight dryness of the 
mouth. That condition was reported 
by over 50°, of the subjects. But the 
same symptom was also reported by no 
fewer than 44% of the subjects who 
were given a placebo. 

A fair summary of the available 
evidence shows (1) that hyoscine hydro- 
bromide has ahigh degree of effectiveness 


of Side-effects 


in the prevention of motion sickness, (2) 
negligible side-effects, (3) it may be 
supplied without prescription, and (4) it 
is the most inexpensive of the group of 
available remedies. 

Tablets of hyoscine hydrobromide are 
available as Kwells through every retail 
chemist in the country. They are adver- 
tised to the public, and sold at a price 
of 1/6 for ten tablets, packed in an un- 
breakable vial. Professional samples of 
Kwells will be gladly sent by the makers, 
E. Griffiths Hughes, P. O. Box 407, 
Manchester. 
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A well-proved formula 


THYRODEX 


TABLETS 


Excess weight puts a brake 


on physical activity 


Thyrodex tablets contain 
dexamphetamine sulphate to 
depress the appetite and 
thyroid substance to 


reduce fat stores. 


Literature and samples on request. 


PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford, England 
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Bislumina is the result of extensive research to find a 
compound which fulfils the requirements of the ideal agent 
for the treatment of :— 


PEPTIC ULCER 
and allied dyspeptic disorders 


Bislumina combines a sustained and controlled degree of acid 
neutralisation with the established antipeptic, protective and sedative 
properties of older Bismuth salts. 


Bislumina is a true chemical compound, packed in the freshly 
precipitated state. In this way maximal and uniform division of particles 
is ensured, the irreversible aggregation which occurs on drying is avoided. 


The suspension of Bislumina presents the largest possible surface 
area for the sequestration of acid and enzymes and is able to adhere 
more firmly to the gastric mucosa. 


Bislumina is a registered trade mark 


Detailed literature on request from: 


Sole Distributors in the United Kingdom 


C. J. HEWLETT & SON LTD., Kitig George’s Avenue, Watford, Herts. 


Manufactured by MINING & CHEMICAL PRODUCTS LTD., LONDON 


In accordance with world patents pending 


F 
BRAND OF BISMUTH ALUMINATE CREAM 
TRADE 
) 
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Nothing so active is 
_as that which least seems so 


Francis Thompson 


A peaceful countryside scene: but an active source 
of intense discomfort for all those susceptible 

to hay-fever, for now is the time of the year when 
invisible air-borne pollens begin to take their toll. 

Incapacitated by continual weeping, sneezing 

and nasal congestion, the hay-fever patient’s desire 
for relief is understandably urgent; 


by the oral use of Benadryl* it can, in the great ere ie sas 
majority of cases, be promptly satisfied. 
In hay-fever, as in a variety of other allergic 
conditions, this powerful antihistamine provides 
a convenient and remarkably efficient means 
Benadryl 
an effective antihistamine 
Capsules (25 or 50 mg.) in bottles of $0 and 500 
Elixir in bottles of 4 and 16 fi. ozs. 


p: PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW, MIDDLESEX Tel: Hounsiow 2361. 
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CORTISTAB ana 
HYDROCORTISTAB 


preparations 
These products are manufactured in Great Britain at our 


extensive plant, designed for the large scale production 


of corticosteroids, 


CORTISTAB (corTisONE ACETATE) 
TABLETS 25 mg. Bottles of 40, 100 and 500. 
INJECTION 25 mg. per ml. Vials of 10 ml. 
EYE DROPS 1% Bottles of 3 ml. 
EYE OINTMENT 1% Tubes of 3 G. 


HYDROCORTISTAB (uyprocorTISONE) 
TABLETS 20mg. Bottles of roo. 


INJECTION (Intravenous) 5 mg. per ml. for intravenous 
injection after dilution. Ampoules of 20 ml. 


INJECTION (local) 25 mg. per ml. Hydrocortisone acetate 
suspension. Vials of 5 ml. 


OINTMENT 1% ‘Tubes of § G. and 15 G. 
OINTMENT 2.5% Tubes of 5 G. and 15 G. 
EYE DROPS 1% Bottles of 3 ml. 

EYE OINTMENT 2.5% Tubes of 3 G. 


Further details will be gladly sent on request to 
BOOTS PURE DRUG CO. LTD. NOTTINGHAM ENGLAND 
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A Shooting Party at Lunch 


This picture, by an unknown illustrator, 


recalls ‘the large outdoor compositions of 


Watteau, which it resembles in revealing 
the Eighteenth-Century French preoccu- 
pation with extravagant al fresco gatherings. 


One looks in vain for any evidence that 


the “shooting’’ has produced results. Ot 


the social success of the consequent junk- 
etings, however, there can be no doubt at 
all. 


Packings 
Cartons of 30 individually wrapped tablets 
and dispensing packs of 240 tablets. 


Basic N.H.S. cost of 240 tablets: 308. 44. 


Eating Out... 


Eating away from home is always more or less hazard- 
ous to the hyperacid patient. 


Portable medication is, in the patient’s untutored 
hands, scarcely less risky; indiscriminate use of the 
many alkaline remedies within easy purchase often 
does more harm than good. 


For the occasional or habitual dyspeptic alike, 
PRODEXIN affords, in a convenient and palatable 
tablet, a means of checking hyperacidity by regulating 
gastric pH at a safe and constant level for long periods. 


Each Prodexin Tablet contains 
Aluminium glycinate QM, 


Light magnesium carbonate... Ol gM. 


c. L. BENCARD LTD. cali 
Park Royal, London, N.W.10. 
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DRAMAMINE®* IN VERTIGO 


Labyrinthine Disturbance 


Long recognised as a standard for the management of motion 


sickness, Dramamine has become accepted in the control of 


a variety of other clinical conditions characterised by vertigo. 


Vertigo, it has been claimedt, is primarily due 
to a disturbance of those organs of the body that 
are responsible for body balance. When the posture 
of the head is changed, the gelatinous substance in 
the semi-circular canals begins to flow. This flow 
initiates neural impulses which are transmitted to the 
vestibular nuclei. From this point impulses are sent 
to different parts of the body to cause the symptom 
complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skeletal 
muscles and righting of the head results ; others acti- 
vate the emetic centre to result in nausea, while still 
others reach the cerebrum making the person aware 
of his disturbed equilibrium. Vertigo may be caused 
by a disease or abnormal stimuli of any of these tissues 
involved in the transmission of the vertigo impulse, 
including the cerebellum and the end organs. 

A possible explanation of Dramamine’s action is 
that it depresses the overstimulated labyrinthine struc- 
ture of the inner ear. Depression, therefore, takes 
place at the point at which these impulses, causing 
vertigo, nausea and similar disturbances, originate. 
Some investigators have suggested that Dramamine 
may have an additional sedative effect on the central 
nervous system. 

Repeated clinical studies have established Drama- 
mine as valuable in the control of the symptoms of 
Meniere’s syndrome, radiation sickness, hypertension 
vertigo, the vertigo of fenestration procedures, laby- 
rinthitis and vestibular dysfunction associated with 
antibiotic therapy, as well as in motion sickness. 

Any of these conditions in which Dramamine is 
effective may be classed as “ disease or abnormal 
stimuli of the tissues including the end organs 
(gastro-intestinal tract, eyes) and their nerve pathways 
to the labyrinth. 

Dramamine (brand of dimenhydrinate) is supplied in 
tablets of 50 mg. in bottles of 12, 36, 100 and 1000 tablets 
and in cartons (10 strips of 10 tablets). G. D. Searle 
& Co., Ltd., 83, Crawford Street, London, W.1. 


* Regd. Trade Mark 
tt Dizziness” : Vertigo and Syncope, G.P. 8:35 (Nov.) 1953. 


SEARLE 


The sive of Dramamine’s action is probably in the 
labyrinthine structure. 
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IF YOU 


HAD TO TAKE 


... YOU’D PRESCRIBE 
‘Terramyein 


syrup 


Quite a challenging hypothesis, Doctor, but your 
young patients would wish the point to be illustrated dramatically. 
Especially since the administration of the new TERRAMYCIN syrup is quite the most 
convenient, safe and palatable way to combat a wide range of bacterial, viral, and 
rickettsial infections. Hydrolysing quickly in the gastro-intestinal tract TERRAMYCIN 
Syrup readily yields the pure antibiotic in powerfully effective concentrations. Isn’t 
this the way you—mutatis mutandis—would prefer to take your own medicine? Of 
course it is. And that is why you will have no difficulty in persuading paediatric 
patients that TeRRaMycrIN Syrup is “very good medicine indeed”. Even the 
most-recalcitrant youngster will be won over by its pleasing cherry flavour. 
Supplied in bottles 60 ml. Each large teaspoonful (5 ml.) of which contains 125 mg. of oxytetracycline activity. 


WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 
PFIZER LTD + FOLKESTONE + KENT *Trade Mark of Chas. Pfizer & Co. Ine, 
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WILLIAM R. WARNER & CO. LTD + POWER ROAD - LONDON, W.4. 
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always effective 


A problem with antibiotics is that resistant strains of micro-organisms 
tend to develop. Tyrothricin, the antibiotic in Tyrosolven, does not have 
this drawback. 


Produced from strains of B. brevis, tyrothricin is always effective against 
a wide range of pathogenic bacteria —in fact no pathogenic organisms 
have been shown to become resistant to it. 


This quality, combined with the fact that patients do not become sen- 
sitized to tyrothricin, ensures that it will remain a most effective oral 
antibiotic in cases of stomatitis, tonsillitis, and as a prophylactic against 
influenza and other throat infections. 

Active principles: Tyrothricin 1 mg., benzocaine 5 mg. 

Dose: One lozenge every hour till relief is obtained, then 1 lozenge every 
3 hours. 

Packing: Packs of 20 lozenges. Dispensing bottles of 250 lozenges sup- 
plied to chemists. 


Tyrosolven 
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A new capillary haemostatic 


for medical and surgical conditions 


THE Lancet] 


Clinically proven to reduce bleeding-time without effect 
on coagulation or blood pressure, and to have no undesirable side effects 


ADRENOXYL, a product of original research, reduces 
the mean bleeding-time by decreasing the permea- 
bility and increasing the contractility and resistance 
of the capillaries. Its effectiveness in diminishing 
blood loss has been demonstrated by clinical studies. 
ADRENOXYL has no effect on coagulation. It 
neither increases nor decreases blood pressure. 
ADRENOXYL is non-toxic, and there are no 
contra-indications to its use. 
ADRENOXYL is indicated in the preventive and 
curative treatment of all types of capillary bleeding. 
ADRENOXYL has been successfully used to 
diminish capillary bleeding in a wide range of 
surgical operations, and has proved particularly 


useful in ear, nose, and throat surgery, ophthalmic 
surgery, thoracic surgery, gastro-intestinal surgery, 
plastic surgery and urogenital surgery. It has also 
been used successfully in many medical conditions 
associated with capillary haemorrhage or where 
capillary fragility is a feature. 

ADRENOXYL may be administered by mouth 
or by subcutaneous or intramuscular injection. The 
oral form is for routine treatment, though when 
rapid action is desired the intramuscular route is 
recommended. 

ADRENOXYL is now available in boxes of 6 or 
50 ampoules: tubes of 25 tablets or bottles of 
500 tablets. 


CAPILLARY 


(Rn er ‘capillary resistance on rupture in cm Hg (30) 
: CR2 Curve of capillary resistance after 2 mg of Adrenoxy! 
» 4 


Bleeding-time 
(in seconds) 


ETn Normal bleeding- time in seconds. 
BT! Curve of b ae after 1 mg of Adrenoxy! 
” ” ” 
BT6 


This graph gives evidence of the effect of Adrenoxyi on capillary resistance and bleeding-time 


BIBLIOGRAPHY 


Observations cliniques sur |’action hémostatique de 
l’Adrenoxyl. 
Ars. Medici 1948, 3, 57 


L’Adrénoxy!l comme hémostatique en otorhinolaryngologie 
Ars. Medici 1949, No. 4, 295 


La semicarbazone de |’adrénochrome. 
Sem. Hip. 1950, 26, 3347 


Recherches cliniques sur l’action hémostatique, dynamogéne 
et vitaminique P de l’adrénochrome (Adrénoxy)l). 
Praxis 1951, 40, 713 


Zur Frage der Blutungsprophylaxe bei Buibuserdffnenden 
Operationen. 
Schweis. Med. Woch. 1952, No. 17, 484 


La semicarbazone de l'adrénochrome: hémostatique 
biologique A action tissulaire. 
Rev. Stomat. 1947, 48, 616 


Hémostase on chirurgie plastique, emploi de la monosemi- 
carbazone de |l’adrénochrome. 


Rev. L.O.R. 1948, 380. 
Literature and samples on request. 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 
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Pre-eclamptic Toxaemia | 


Toxaemia is still a major obstetrical 
complication and early clinical signs 4 
of the condition are often associated le 
with increased retention of water and ‘ a 
sodium. Diamox acetazolamide is not 
only a powerful diuretic, but it also in- 
creases sodium excretion. Recent tests 


show that Diamox with a low salt diet iF 


significantly decreases the symptoms of 
pre-eclamptic toxaemia." ? Reports also 


hypertensive vascular disease, Diamox 
improves the condition, as indicated by 
loss of weight, reduction of oedema, 
decrease of albuminuria and a fall in . it 
blood pressure. In these trials, side 
reactions have been negligible and no 
effect on foetal viability has been 
observed. 


1. Lancet (1955) ii, 1223. 
2. North Carolina Med. J. (1955) 16, 4, 130. 


< 


show that in early toxaemia and ‘ 


| 


* Regd. Trade Mark ACETAZOLAMIDE 
For oral administration : Where oral use is impracticable : 
Diamox Tablets of 250 mg. (scored), Diamox Sodium Parenteral 500 mg. 
Bottles of 25, 100 and 1000. Vials of 500 mg. 


LEDERLE LABCRATORIES DIVISION 


(yanamid LONDON, W.C.2. 
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Antistin-Privine 


ANTI-ALLERGIC AND DECONGESTANT 
IMMEDIATE RELIEF 


IN HAY FEVER AND OTHER 


ALLERGIC RHINORRHOEAS 


Prolonged freedom from symptoms 
follows a single application 


POCKET NEBULISERS # DROPPER BOTTLES 


Antistin-Privine contains 0.5% Antistin (2-phenylb lami: hyl-imidazoline) and 


0.025 % Privine (2-naphthylmethyl-imidazoline nitrate 


CIBA 


‘Antistin’ and ‘Privine’ are registered trade marks. Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321 Telegrams: Cibalabs, Horsham. 
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simpler, swifter, surer 


~ 


treatment for ear infection 


CuLonomycerrmn* Ear Drops greatly 
reduce the time and effort necessary 
to treat suppurative otitis media, 
chronic otorrhoea, and infections of 
/ fenestration and mastoid operation cavities. 
Treatment can be conveniently 
carried out, ifnecessary in the patient’s home, 
and is effective in a matter of 
days as compared with previous 
techniques yequiring long and tedious 


? application under close supervision. 


CHLOROMYCETIN 


Parke, Davis 
EAR DROPS 10% & Company Uinnloed (Inc. U.S.A.) 


(Chloromycetin 10% in propylene glycol) in 5 c.c, HOUNSLOW, MIDDLESEX 
ials, with d & bottle f 100 c.c, : 
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Intramuscular Iron 


and the 


Anaemias Infancy 


The value of Imferon in Nutritional Anaemia of Infancy and in the prophy- 
laxis and treatment of Anaemia of Prematurity has recently been convincingly 
demonstrated. 

* “There was obvious rapid clinical improvement in all cases as shown 
by the return of appetite, change of disposition, improvement in colour, and 
gain in weight.” 

* “The daily rise in haemoglobin during the first two weeks after treatment 
was almost 1.5%.” Brit. Med. J. 1955 2, 700. 

Imferon is the most practical and effective means of administering iron to 
infants who do not make progress on oral preparations. The increase in 
haemoglobin concentration is about 20% in two weeks—more than can be 
achieved with any form of oral therapy. 


THE INDICATIONS FOR IMFERON IN INFANCY ARE : 

1. Nutritional anaemia in infants who do not make progress on oral iron. 

2. Nutritional anaemia in infants whose home conditions are poor and who would otherwise 
have to be admitted to hospital. 

3. The prophylaxis and treatment of anaemia of prematurity. 

4. As an alternative in some cases to blood transfusion. 

FURTHER INFORMATION IS AVAILABLE ON REQUEST. 


Imferon is issued in ampoules of 2 ml. (100 mg. Fe) in boxe: of 10 and 100. 


IRON DEXTRAN COMPLEX 


BENGER ) LABORATORIES 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE 
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the growing 
problem 
FOOD 
POISONING 


In spite of improved conditions in many food shops and efforts to 
educate the public in general hygiene, a steady increase of food poisoning 
has occurred during recent years and constitutes a major problem in 
public health. . 


In the treatment of epidemics of enteritis, bacterial food poisoning, and 
common infections of the gastro-intestinal tract Guanimycin is of value 
both in the treatment of affected cases and in the elimination of the 
carrier state. 


Guanimycin rapidly controls symptoms, restores well-being and reduces 
the duration of the illness. . 


GUANIMYCIN 


Combined Oral Streptomycin-Sulpnaguanidine Therapy 


When diluted to 4 fluid ounces with water, each fluid ounce contains :— 
Streptomycin sulphate 0.25 gramme and sulphaguanidine 2 grammes. 
In bottles to prepare 4 fluid ounces of suspension. 


ALLEN & HANBURYS LTD 


TELEPHONE. BISHOPSGATE 320/ (20 LINES). TELEGRAMS 


LONDON E 


“GREENBURYS. BETH, LONDON 


056/132/H 
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Penidural 


‘Reliably absorbed | || 


in 100% of patients’ 


Brit. med. F., (1953) i. 805 


Stable in gastric juice 


Penidural 


Each 5 ¢.c. teaspoonful contains 300,000 units 
N.N dibenzyleth ylenediamine dipenicillin G. 


JOHN WYETH & BROTHER LIMITED 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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ORAL PREPARATIONS FOR 
THE TREATMENT OF 


DIABETES 


Considerable interest has been aroused by reports that 
certain chemical compounds can be.used orally to treat 
some diabetic conditions and these reports will, naturally, 
raise great hopes in the minds of diabetics. 

The British Insulin Manufacturers have for some time 
been arranging extensive clinical trials in a limited number 
of centres in Great Britain to establish the safety of the 
products and the extent of their efficacy. ° 

Additional experimental material and information is 
now available for trial on a wider scale. Enquiries should 


be addressed to any of the following firms :— 


Allen & Hanburys Ltd. 
Bethnal Green, London, E.2 


The British Drug Houses Ltd. 
Graham Street, City Road, London, N.1 


Boots Pure Drug Co. Ltd. 
Station Street, Nottingham 


Burroughs Wellcome & Co. 
183-193, Euston Road, London, N.W.1 
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for fhreadworm and roundworm infestation 


( } Suspension containing 300mg. 
Piperazine adipate in each half 
teaspoonful. 


(RADE MARK Bottle of 8 fl. oz. 12/-. 


Tablets each containing 300 mg. Piperazine adipate. 

Bottles of 25 at 3/- and 100 at I0/- BASIC N.H.S. PRICES. 

DOSAGE: 1 tablet (or half teaspoonful) per year of age per day up to the 
age of six years. Over six years of age 2 tablets (or one teaspoonful) 
three times a day. This dosage should be administered for one week. 
Pads of instruction leaflets intended to be handed to patients under- 
going treatment with Entacyl are available on request. 
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A PRACTICAL POINT y 2? 


Propamidine Ophthalmic Solution-M&B is 
now supplied in a new and more convenient 
container, The new dropper-bottle is made 
of flexible polythene so that delivery of 
single drops can be simply effected by gentle 
squeezing. In addition, the danger of 
splintering, which is associated with a glass 
container, is eliminated. 

Propamidine Ophthalmic Solution-M&B is 
rapidly effective against the organisms 


commonly causing infective conjunctivitis, 
including the Morax-Axenfeld bacillus and 
pyogenic cocci. Propamidine continues to 
exert its powerful antibacterial activity even 
in the presence of pus and other tissue fluids, 
and does not provoke the development of 
resistant strains of organisms, or of 


sensitization reactions. The solution is PROPAMIDINE 


isotonic with normal lachrymal secretion to 
minimize pain on application, and, unlike OPHTHALMIC 
many of the antibiotic ophthalmic prepara- 
tions, remains stable indefinitely under all 
normal conditions of storage and use. 


Detailed information is available on request. 


Supplied in polythene dropper-bottles of 
$ fl. oz. 


in M&B brand medical product MA2589 


Distributors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM ESSEX 
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ENCEPHALOMYELITIS SIMULATING 
POLIOMYELITIS 


A. Metvrn Ramsay 
M.A., M.D. Aberd. 
PHYSICIAN 


E. O’SULLIVAN 
M.D. Dublin 
SENIOR REGISTRAR 


INFECTIOUS DISEASES DEPARTMENT, 
ROYAL FREE HOSPITAL, HAMPSTEAD, LONDON 


In the summer of 1955 cases of encephalomyelitis 
simulating poliomyelitis appeared in North-West London. 
The general picture and the results of investigation, 
however, have shown that a diagnosis of poliomyelitis is 
untenable ; pareses unaccompanied by wasting, tendon- 
reflexes generally unaffected or exaggerated, sensory 
disturbances, normal cerebrospinal fluid, and electro- 
myographic studies which fail to reveal any evidence of 
neuronal degeneration indicate a different «etiology and 
pathology. Similar outbreaks have been reported from 
Adelaide (Pellew 1951), Coventry (Macrae and Galpine 
1954), New York (White and Burtch 1954), London 
(Acheson 1954), and Durban (Cheetham, personal com- 
munication). The obscure infection responsible for an 
epidemic among the nurses of the Royal Free Hospital, 
Gray’s Inn Road (see Lancet 1955), was probably of a 
similar nature. It is probable that the outbreak in 
Iceland in 1948 (Sigurdsson et al. 1950) was an aberrant 
form of poliomyelitis, as the spinal fluid proved abnor- 
mal in every instance in which it was examined. 

We describe here 8 cases, variously notified as mening- 
itis, poliomyelitis, and pyrexia of unknown origin, which 
occurred between April 1 and Oct. 31, 1955. During 
that period 51 patients with confirmed poliomyelitis 
(22 paralytic, 29 non-paralytic), slightly more than the 
yearly average since 1947, were admitted to the Infectious 
Diseases Unit at this hospital. They were aged 9—45 
years and were all female except 1, aged 27. 1 belonged 
to the non-resident staff of a London teaching hospital, 
where one or two similar cases occurred among the 
nurses ; and another had been an inpatient at a neigh- 
bouring hospital. None of the patients had been in 
contact with each other or, so far as could be ascertained, 
with cases of the current infection among the nurses at 
Gray’s Inn Road. These cases were notified to the 
medical officers of health of the various boroughs in 
which they resided as acute infective encephalitis, in 
accordance with the regulations in force from Jan. 1, 1950. 


Clinical and Other Features 
CLINICAL PICTURE 


The onset was generally insidious, with various initial 
symptoms. Headache, pains in the limbs, and giddiness 
were prominent in most cases. Lassitude and inertia 
(drowsiness in 3 cases), nuchal pain, symptoms of infection 
of the upper respiratory tract with sore throat, vomiting, 
paresthesiz, anorexia, and nausea, were 
present in over half the cases. Muscular 
cramps, twitchings, pain referred to the 
ears, and transient or persistent tinnitus 


of the body, especially the left lower limb, was mainly 
affected. In 1 patient mild hepatitis developed and was 
confirmed by liver-function tests ; it was impossible to 
say whether this was part of the disease, the result of 
giving chlorpromazine, or an independent infective or 
serum hepatitis. Pyrexia did not usually exceed 100°F 
and tended to recur transiently with relapse of symptoms. 
The stay in hospital lasted from nineteen to ninety-four 
days. Recovery was slow, and convalescence protracted, 
with mental and physical fatigue and emotional instability 
in half the cases. 3 cases show persistent weakness and 
sensory impairment four to six months after the onset. 


BLOOD PICTURE 


In all the cases the blood picture was characteristic 
of a virus infection—i.e., neutropenia with inconstant 
abnormal lymphocytes. The term ‘‘ abnormal lympho- 
cyte’ is somewhat loose but means here the next stage 
to the abnormal mononuclear cells characteristic of 
‘* glandular fever,’’ no instance of which was encountered 
in this series. Blood smears taken from cases of polio- 
myelitis, febrile catarrh, and the present infection were 
submitted to several experienced hematologists, who 
were unable to detect any distinguishing feature which 
could assist the differential diagnosis. 


CEREBROSPINAL FLUID 


The cerebrospinal fluid was normal in every case except 
1 in which the protein level was 50 mg. per 100 ml.; a 
repeat examination after thirteen days in 1 case was still 
normal. The Wassermann and Kahn reactions were 
negative. 
VIRUS INVESTIGATIONS 


Despite intensive investigations, in collaboration with 
the Virus Reference Laboratory, Colindale, an stiological 
agent has not been isolated. Throat washings and/or 
feces were examined in tissue-culture of monkey kidney 
for poliomyelitis and Coxsackie and other viruses. 
Screening by serological testing of paired sera for lympho- 
cytic choriomeningitis, mumps, leptospirosis, and all 
three immunological types of poliomyelitis was negative 
in each case. * 

ELECTROMYOGRAPHY 


All 8 cases exhibited muscle weakness and were 
submitted to electrodiagnostic examinations. Usually 
the weak muscles showed abnormalities of motor-unit 
activity revealed by the electromyographic pattern, but 
in no instance was evidence of lower-motor-neurone 
degeneration detected. Thus nerve conduction was 
retained, muscle responses were brisk to direct long- 
duration stimuli (100 msec.), and intensity-duration 
curves showed rheobases within normal limits and 
threshold intensities for 1 msec. stimuli less than twice the 
rheobase. Electromyographic exploration of the muscles 
showed no spontaneous activity, in particular no fibrilla- 
tion potentials, but on volition the number of motor-unit 
potentials was reduced (reduced interference pattern) with 
a tendency to occur in groups of up to 6 potentials. 


were also noted. On admission lymph- 
adenopathy affecting chiefly the posterior 
cervical lymph-nodes was found in 7 cases : 
various grades of neck stiffness, paresis, 
and exaggerated refiexes in 6; objective 
sensory impairment and muscle tenderness 
in 5; cranial-nerve involvement in 4; 
extensor plantar responses in 3; nystag- 
mus in 2; and diplopia in 1. The left side 
6926 


Fig. |\—Electromyographs from case |: upper register, from left tibialis anterior muscle 
on maximal volition, showing grouping of large polyphasic motor-unit potentials ; 
lower register, from right tibialis anterior muscle on maximal volition, showing 
complete interference pattern of normal motor-unit potentials. (Calibration 500 and 
100 uv at 50 cycles per sec.) 
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Fig. 2—Electro-encephalograms from case |, showing slow waves. 


Many were of long duration (up to 15 msec.), polyphasic, 
and often of large amplitude (1-2 .V). In some instances 
where muscle weakness was severe all the residual motor 
units were abnormal and grouped, the volitional pattern 
being distinctive (fig. 1). 

These changes, described by Bauwens (1955) as typical 
of an early myelopathic lesion, are common to many 
diseases in which the lower motor neurone is involved at 
the cord level, but in our cases the absence of evidence 
of lower-motor-neurone degeneration, in the presence of 
prolonged paralysis, is striking, ruling out the possibility 
of poliomyelitis as the cause. Cases of old post-encephalitic 
parkinsonism were not found to show these electrical 
reactions. 


ELECTRO-ENCEPHALOGRAPHY 


5 patients showing serious disorders of behaviour 
were electro-encephalographed. All were abnormal, and 
the abnormality was of a similar kind, with the presence 
of some bilateral activity in the 4-7 c/s. range; in 
addition, 2 showed slower episodic activity. Probably 
at the comparatively late stage at which the examinations 
were made the electro-encephalographic changes observed 
were entirely non-specific. Similar abnormalities have 
been observed in patients with encephalitis lethargica. 

Two specimens of an electro-encephalogram in the 
most severe case in the present series are shown in figs. 
2 and 3. The recording shows a fairly regular and 
partially responsive alpha rhythm at 10 cycles per sec. 
in the postcentral leads at potentials up to 50 uV, some- 
times spreading forward to the frontal leads. It was 
associated with occasional slow waves at 3-5 cycles per 
sec., Which were more prominent in transverse recordings, 
where occasional waves in short runs at about 6 cycles 
per sec. occurred somewhat paroxysmally. In all areas 
there were faster frequencies at about 20-24 cycles per 
sec. at a low potential. Being slight, the abnormalities 
could be constitutional. Repeat electro-encephalography 
six months after the onset showed little change, as might 
be expected from the patient’s clinical state. Further 
examinations may determine whether the observed 
abnormalities are due solely to the present illness. 

This patient was also subjected to psychometric 
testing, which revealed organic impairment of the brain. 
She showed some anxiety in the test situation, accom- 
panied by an obvious desire to talk about her emotional 
problems. 

Case-reports 

Case 1.—-A married female domestic worker, aged 44, 
developed an infection of the upper respiratory tract on 
April 14, 1955. On April 18 she complained of headache, 
lassitude, shivering, and cough and was admitted to the 
unit on April 20. 

On admission she was apyrexial, but her face was flushed. 
She complained of severe headache and pain in her left leg, 
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Fig. 3—Electro-encephalograms from case !, showing paroxysmal 
episode. 


was mildly confused, and appeared to be uncoéperative, 
probably because she could not maintain her attention when 
questioned. She kept grimacing, making masticatory move- 
ments, and licking her lips. Continuous clonic twitchings of 
the left side of her face and of her left sternomastoid muscle, 
slight right ptosis, and bilateral weakness of her palate were 
present. She had moderate neck rigidity with a positive 
Kernig sign. The muscular tone in her legs was slightly 
increased, and her tendon-reflexes were exaggerated. Her 
abdominal reflexes were present but diminished ; her plantar 
responses were flexor. 


Subsequent Course.—Irregular pyrexia not exceeding 
99-4°F persisted throughout her stay in hospital. On the first 
day she had difficulty in swallowing fluids, but this did not 
recur. The facial manifestations, including ptosis, gradually 
subsided after the first week. Cramp-like and distressing 
myoclonus affecting her entire left leg masked the paresis 
throughout her stay in hospital. Her plantar responses became 
extensor, the right on April 22 and the left on April 25, and 
returned to normal only after two months. Sensory dis- 
turbances were not observed, but her calf muscles and left 
quadriceps muscle were occasionally tender. 


Follow-up.—On Jan. 10, 1956, clonus persisted in her left 
leg, and the electromyographic findings (fig. 1) were unchanged. 
She said she was liable to “ cramp ” in her left leg. 


Case 2.—-An unmarried female typist, aged 26, with five 
weeks’ history of bilateral loin pain, radiating toward the 
groins, lasting for a few minutes at a time, of variable severity, 
and unrelated to exertion, and three weeks’ history of fre- 
quency and dysuria had had her kidneys fully investigated 
at another hospital, where nothing abnormal was found and 
she was discharged with a diagnosis of “ hysteria.” Three 
days later, on July 26, 1955, she was admitted to this unit 
with severe headache, stiffness of her neck, backache, 
occasional pains in her cervical and left dorsal regions, and 
weakness of her left hand and wrist. In addition, she com- 
plained of a sense of pressure over her head, blurred vision, 
severe vertigo, a feeling of heaviness in her legs, shoulders, and 
upper arms, and what she described as a tremulous weakness 
most pronounced on her left side, 


On admission her temperature was 99°F. She was thin 
and looked anxious, and a coarse intention tremor of slow 
rate and moderate amplitude affected her head and arms. 
Slight generalised weakness was present in her left arm and 
leg ; her deep reflexes were normal, abdominal reflexes present, 
and plantar responses flexor. Anteflexion of her head caused 
discomfort in the posterior cervical muscles, but true 
meningism was absent, Kernig’s sign being negative. No 
sensory loss was noted. Both loins were tender, an enlarged 
gland was found in the left posterior cervical region, and 
tonsillar glands were slightly enlarged. 


Subsequent Course.— During the following week headache 
and general tremulousness increased, accompanied by a loss 
of positional sense in the left foot. The patient complained of 
severe pain in the lower lumbar region, radiating to the left 
buttock and thigh and aggravated by movement. Complete 
loss of sensation to pain and light touch was noted from 
the mid-calf level. Joint sense and vibration sense were also 
impaired. All tendon-reflexes were depressed, the right 
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plantar response was flexor, and a left plantar response could 
not be elicited. A week later the patient complained of pain 
in the left side of her face and neck; next day lower right 
facial palsy was noted and paresis of the left foot increased. 
After a further week pain of pleural type developed in her 
left chest, but clinical and radiographic examination was 
negative. By the end of August her general condition had 
improved and complaints of pain were infrequent, but the 
signs in the central nervous system were virtually unchanged. 
On getting up, although her sense of balance was normal 
and Romberg sign negative, she walked on a wide base with a 
tabetic type of stamping gait. Graduated exercises effected 
slow but steady improvement. 

Follow-up.—On Nov. 22 she had returned to work, but she 
complained of undue fatigue toward the end of the day. 
Weakness affecting her right lower face, left arm, and left 
leg, and sensory loss in her left leg were still present. On 
Dec. 14 there was general improvement but still much weak- 
ness and sensory loss in her left leg, with right lower facial 
weakness. 


Case 3.—An unmarried female domestic worker, aged 20, 
developed malaise and giddiness on Aug. 11, followed by 
headache, faintness and lassitude, on Aug. 15. She was 
admitted to the unit next day. 

On admission her temperature was 99-4°F, and she ap 
to be mentally dull but well oriented. Slight neck rigidity 
was present, but Kernig’s sign was negative. There was 
slight impairment of muscle power in the flexors and extensors 
of her right knee. Her deep reflexes were within normal 
limits, abdominal reflexes present, and plantar responses 
flexor. She had a coarse tremor of her head and arms, 
especially on sitting up. A few small glands were palpable 
in the posterior cervical region. 

Subsequent Course.—Her temperature settled within twenty- 
four hours of admission and, except for a rise to 99-4°F on 
Aug. 30, the patient remained apyrexial. Neck rigidity 
increased considerably and persisted for four days. Bilateral 
palsy of her external recti muscles was noted on Aug. 22, and 
her knee-jerks became exaggerated. Tremulous movements of 
her head and arms persisted and were aggravated by movement 
or by sitting or standing. The patient became emotionally 
unsettled and discharged herself on Sept. 4. During a period 
spent subsequently at a convalescent home she complained 
of further attacks of giddiness and was readily fatigued and 
notably lacking in energy. 


Case 4.—A married housewife, aged 40, developed occipital 
headache, severe giddiness, vomiting, and pains in her nape 
and limbs on Aug. 18, 1955; all symptoms were aggravated 
by movement and usually relieved by recumbency. 

On admission to the unit on Aug. 20 her temperature was 
99-4°F, and she was anxious, sweating, moderately flushed, and 
exhibiting much tremor of her arms. Some neck rigidity was 
present, but Kernig’s sign was negative. She had slight 
generalised muscle weakness ; her deep reflexes were within 
normal limits, abdominal reflexes absent, and plantar responses 
flexor. No sensory impairment was detected. 

Subsequent Course.—The illness was characterised by inter- 
mittent bouts of low-grade pyrexia. Shortly after admission 
the patient complained of pains and parzsthesie# in her legs 
of sufficient severity to interfere with sleep. On Aug. 21 
weakness appeared in her left leg, with increase of subjective 
phenomena without demonstrable sensory loss. This was 
followed two days later by tremulousness of the right lower 
part of her face and by left lower facial weakness with left 
hemiparesis and hemianalgesia; the latter was maximal 
distally. The deep reflexes were diminished in her left arm, 
but her knee and ankle jerks became exaggerated. Her right 
plantar response was extensor ; her left could not be elicited. 
Bouts of vomiting, inertia, giddiness, and tinnitus came on 
irregularly, usually coinciding with low-grade pyrexia. When 
the patient got up, her gait was uncoérdinated and her 
giddiness increased. On Oct. 4 mild hepatitis developed, and 
thereafter the patient became emotionally unstable and 
discharged herself on Oct. 18. 

Follow-up.—On Dec. 9 her general condition showed 
definite improvement ; she was steady on her feet, and her 
gait had obviously improved, but she still complained of 
nausea, flatulence, and persistent tinnitus in her left ear. 
She had slight weakness of dorsiflexion of her left foot, but 
otherwise her muscle power was normal, and all evidence of 
sensory loss had disappeared, although considerable tremor 
of her hands persisted. 


Case 5.—A male instrument maker, aged 27, had coryza 
during the first week of August and complained of sore throat 
from Aug. 12 to 15. On Aug. 17 he developed numbness 
of the right side of his face, loss of taste over the right side 
of his tongue, and repeated attacks of vomiting and giddiness. 
He could not retain fluids during the next ten days and was 
admitted to the unit on Aug. 27. 

On admission his temperature was 99-8°F and he looked 
extremely ill, toxic, and dehydrated. A sparse maculopapular 
rash was present on the front and back of his thorax. 
Nystagmus was present on lateral deviation to either side but 
coarser to the left. Sensation to fine touch was completely 
absent over the distribution of the right 5th cranial nerve ; 
there was hyperesthesia to pinprick over the same area ; 
temperature sensation was normal. He had mild paresis of 
the right side of his face, and his tongue on protrusion deviated 
to the right. Taste sensation was absent over the whole of 
the right side of his tongue. His deep reflexes were exaggerated, 
abdominal reflexes present, and plantar responses flexor. 

Subsequent Course.—Occasional peaks of pyrexia not 
exceeding 100°F occurred throughout his illness. Vomiting 
continued for two days after admission. Dehydration and 
electrolyte balances were corrected with intravenous fluid 
therapy. Sensation began to return to normal after ten days ; 
at the same time his facial paresis steadily abated. On 
Sept. 16 his plantar responses had become extensor, and he 
had a fine tremor of his arms and legs, slightly more exag- 
gerated tendon-reflexes on the right side, and slight facial 
paresis on the left. Impairment of his sense of balance and 
occasional attacks of giddiness were noted when the patient 
was allowed to get up, but otherwise his convalescence was 
uninterrupted and progressive. The sense of taste is still 
absent from the right side of his tongue, but in other respects 
his recovery is now complete. 


Case 6.—A female professional dancer, aged 28, had coryza 
from Sept. 14. Two weeks later she developed sore throat 
and acute vertigo lasting two or three hours. On Sept. 30 
she had abnormal sensations, including numbness in both 
legs, especially tlie left. 

On admission she was apyrexial, with no meningism 
although full neck flexion caused discomfort in her neck 
muscles. Power, tone, and deep reflexes were normal in her 
arms. Her abdominal reflexes were present. She had 
diminished power in both legs, especially the left ; her deep 
reflexes were within normal limits, and both plantar responses 
were flexor. There was an area of impaired tactile sensation 
around her left knee-joint. A few shotty glands were palpable 
in the left posterior cervical triangle. 

Subsequent Gourse.—The patient remained apyrexial 
throughout her stay in hospital. The hypo-algesia and hypo- 
zsthesia of her left leg increased for » few days after admission 
and involved the limb up to the mid-thigh. Joint sense and 
vibration sense were also impaired over her left leg. On 
Oct. 5 rotatory nystagmus was noted, and the patient com- 
plained of diplopia on looking directly upwards; there was 
no evidence of ophthalmoplegia. When she got up, her rigid 
gait resembled that found in poliomyelitis with spasm, but her 
deep reflexes were exaggerated. 

Follow-uwp.—Proneness to fatigue persisted, but otherwise 
the patient appeared well. 


Case 7.—A girl, aged 15, had coryza, intermittent headache, 
and weakness in her right leg on Oct. 1, 1955. A week later 
her leg felt numb and afterwards became painful on movement. 

On admission to the unit on Oct. 10 she was apyrexial, and 
she remained so throughout her stay in hospital. Slight neck 
rigidity was present No abnormality was noted in either her 
cranial nerves or her arms. Her abdominal reflexes were 
absent on the left side, and she had weakness of the extensors 
and flexors of her right knee-joint and the plantar flexors of 
her right foot. An area of sensory loss. was present over the 
medial aspect of her right calf. Her leg reflexes were equal 
but exaggerated ; her plantar responses were flexor. Apart 
from slight faucial injection and a few small glands in the left 
posterior cervical triangle there were no other abnormal 
findings. 

Subsequent Course.—All the muscles in her right leg became 
weaker, and her right gluteus maximus muscle was found to 
be affected. Paresis was greatest in the plantar and dorsi- 
flexors of the ankle. Sensory loss and motor weakness were 
present throughout the patient’s stay in hospital. She was 
discharged on Nov. 1. 
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Follow-up.—On Nov. 23 and Dec. 22 she still had muscle 
weakness, walked with a limp, and was easily fatigued ; 
sensory loss was still present. On Jan. 13 her right leg was 
still stiff and weak, and her knee-jerks were still muc 
exaggerated, but her general condition had improved. 


Case 8.—A girl, aged 9, complained of headache and 
nausea on Oct. 15, 1955, and had a temperature of 100-8°F. 
She had tenderness of her calf muscles but no neck rigidity, 
and all her reflexes were present. Next day she vomited once, 
her legs ached and could not bear her weight, and she was 
admitted to the unit. 

On admission she was apyrexial, and she remained so 
throughout her stay in hospital. Both legs were weak, the 
right more than the left. Her leg reflexes were within normal 
limits. Much muscle tenderness in both calves was noted. 

Subsequent Course.—Both ankle and knee jerks became 
exaggerated, and weakness, particularly of dorsiflexion, 
increased on the left side. Seven days after the onset the legs 
became more painful and there appeared to be spasm in the 
calf muscles. After a further week paresis abated, and three 
weeks from the onset the patient was walking well and was 
free from pain. 

Comment 


In all the recorded outbreaks of cases like the fore- 
going the investigations have been hampered by the fact 
that there have been no deaths and no infective or toxic 
agent has been found. Unlike the cases previously 
recorded, however, the present cases were sporadic and, 
so far as could be ascertained, did not give rise to any 
outbreaks. Inquiry at other fever hospitals did not 
reveal any similar experience; but, in view of the 
difficulty of diagnosis, some cases may easily have been 
overlooked. 

The lack of spread of infection to the nurses was 
probably related to the relatively low infectivity at the 
stage of the disease at which the patients were admitted, 
and to strict measures for control of spread in the unit, 
including isolation in separate rooms during the period 
of presumed infectivity and the use of masks by nurses 
and ancillary personnel. If, as is assumed, this disease 
follows infection of the respiratory tract, probably 
infectivity is limited to the first ten to fourteen days, as 
in most virus diseases, including poliomyelitis. 


Summary 


From April 1 to Oct. 31, 1955, 51 cases of confirmed 
poliomyelitis, of which 29 were non-paralytic, came under 
treatment. During the same period 8 cases were observed 
in which the diagnosis was acute encephalomyelitis. 

The motor weakness, rigidity, exaggerated reflexes 
without muscular wasting, sensory disturbances, and 
normal cerebrospinal fluid suggested a disease other than 
poliomyelitis. This was confirmed by serological tests 
for all three types of poliomyelitis virus. 

Electromyography showed absence of the denervation 
characteristic of poliomyelitis and the presence of long 
polyphasic units with reduced interference pattern 
characteristic of a myelopathic lesion. In 1 case a 
repeat examination after five months showed no change. 
Persistent proneness to fatigue was a troublesome sequel 
in 6 cases. 

5 cases presenting behaviour changes were examined 
by electro-encephalography. Although abnormalities 
were detected in all the cases they were non-specific 
and may be constitutional. 

5 of the 8 cases showed residual disabilities. 

Since this paper was completed, 3 additional mild 
cases have been admitted under our care. 

Our thanks are due to our colleague, Dr. W. St. J. Buckler, 
for the electrodiagnostic investigations and comment ; 
Dr. W. A. Cobb, of the electro-encephalography department, 
National Hospital for Nervous Diseases, Queen Square, for 
recordings and comments; and the director and staff of 
the Virus Reference Laboratory, Colindale, for laboratory 
examinations and much helpful advice. 
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FURTHER OUTBREAK OF 
A DISEASE RESEMBLING POLIOMYELITIS 
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From time to time since 1948, outbreaks have been 
reported of an illness which in many respects resembles 
poliomyelitis, but which differs from poliomyelitis in 
its epidemiology, in the mildness of the illness itself, 
in the high proportion of normal cerebrospinal fluids 
(c.s.F.) found, in the absence of any detectable virus, 
and in the frequent psychological changes (Sigurdsson 
et al. 1950, Pellew 1951, Acheson 1954, Macrae and 
Galpine 1954, White and Burtch 1954). I report here 
another such outbreak—a very small one—because it 
may help to establish the existence of a disease which 
has been graphically, if somewhat negatively named 
poliomyelitis ’’ (Lancet 1954). 

The patients in the present series were previously 
fit young soldiers, of whom all but | lived in the same 
barrack block in Berlin. The 1 exception was an orderly 
who, having nursed the other patients, was himself a close 
contact. Although the numbers involved were small— 
7 cases only—the disease was clear-cut and the outbreak 
explosive, the last case being taken ill only eight days 
after the first. 

Clinical Features 


The illness ran a fairly uniform course, starting with 
headache which was followed in most cases some three 
days later by pains in the limbs and back and commonly 
by photophobia. The principal clinical features and 
laboratory findings are shown in the accompanying 
table; and the following case, representative of the 
series is described in some detail. 


Case 2.—The patient, aged 19, had been well until three 
days before admission when mild frontal headache developed 
while he was playing football. This persisted, becoming 
very much worse and waking him from his sleep on the day 
of admission. For two days he had noticed that bright lights 
hurt his eyes and for a day had had some aching in his shoulders. 
By the time he was admitted, on Nov. 15, 1954, his shoulder 
pain was quite severe and he had some pain in the right 
leg. 

On examination he was flushed and ill, with a temperature 
of 100-2°F. No abnormality was to be found outside his 
central nervous system. He was fully conscious with slight 
neck stiffness, but Kernig’s sign was negative. Photophobia 
was severe, and there was moderate conjunctival injection. 
No nystagmus was detected, although upward gaze was 
painful. No muscle weakness or wasting was to be found ; 
but there was considerable tenderness of the trapezii, left 
lower intercostal muscles, right quadriceps, and left calf 
muscles. There were no sensory changes; deep reflexes 
were brisk and equal, and plantar responses were flexor. 

Investigations.—Lumbar puncture on the day of admission 
produced clear colourless c.s.F. at a pressure of 180 mm. of 
water, containing less than 2 cells per c.mm. and 40 mg. of 
protein per 100 ml. with no excess of globulin; the values 
for sugar and chloride were normal. White blood-cells in 
peripheral blood numbered 11,700 per c.mm. with a normal 
differential count. No albumin was to be found in the 
urine. 

Progress.—On the fourth day of his illness some slight 
weakness of the right trapezius and deltoid, and of the 
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CLINICAL AND LABORATORY FINDINGS 


Case no. 


Date of onset 
(Nov., 1954) 5 6 8 8 10 ll 13 


Headache °.. }- } re 
Limb pains .. + 
Vomiting + 
Photophobia . . + + + _ + 
Hyperacusis .. - + in 
Kernig’s sign . . + + 
Muscle tender- 

ness oe + ++ + + + + 
Muscle weakness + 
Conjunctival 

injection + } _ 4 + 

Nystagmus .. - + 
Painful eye | 

movements + + 
Rash .. + 
Persistent head- 

ache + 
Mental changes + + 
Gar... bn.* N. 
White blood- 

cells (per | 

¢.mm.)t | 9700 | 11,700 12,600 15,300 13,100 14,200 13,200 


4 


++ 


+ 


4. 


+4 


Zi+ 


*6 cells perc.mm. Protein 85 mg. per 100 ml. 

+ Differential count normal in all cases. 

extensors of the left wrist became manifest. This weakness 
had disappeared by the morning of the seventh day. Reflexes 
were undisturbed. On the evening of the seventh day his 
condition became generally worse with increased photophobia, 
occipital headache, and pronounced increase in limb pain. 
Further examination of the c.s.F. again revealed no 
abnormality. After this exacerbation, which lasted for 
thirty-six hours, the patient’s condition steadily improved, 
and fourteen days after the onset he had no symptoms beyond 
a varying degree of headache. At this stage a diffuse erythema- 
tous rash on the trunk developed and persisted for forty- 
eight hours. On discharge a week later he was well, apart from 
continuing headache, which was indeed still present three 
months later. There was no muscle tenderness or weakness, 
nor any change in the tendon reflexes. During the latter 
part of his illness he had become depressed and morbidly 
introspective about his symptoms. 


Laboratory Investigations 


In all cases the c.s.F. was examined, total and 
differential white blood-cell counts were done, and the 
urine was tested. 

The c.s.F. was normal except in 1 case, where the 
fluid contained 6 lymphocytes per c.mm. and 86 mg. 
of protein per 100 ml., with a moderate increase in 
globulin ; the Lange curve was normal, as were the values 
for glucose and chloride. 

In all cases a slight *leucocytosis was found, with 
normal differential pattern (see. table). 

No abnormality was found in the urine. 

Agglutination tests against influenza A and B, 
brucellosis, and leptospirosis were performed on serial 
specimens from all patients; all were negative and no 
rising titres were observed. No cold agglutinins were 
detected in the blood of any of the patients at any 
stage. 

Feces from the 4 most severe cases, including the 1 
patient with an abnormal C.s.F. were inoculated into 
mice and tissue-cultures were set up for Coxsackie and 
poliomyelitis viruses at the Institute for Research into 
Poliomyelitis, Hamburg; in no case was any virus 
isolated. 

Discussion 
Epidemiology 

All the patients had been in Berlin for at least four 
weeks before the outbreak, and none of those who before 
this time had come from England had come from an 
area where poliomyelitis was epidemic or endemic. 
Four weeks before the outbreak there had occurred in 


the army population of the city a single case of polio- 
myelitis, but there was no possible direct contact between 
this case and those described here. In the preceding 
month there had been 21 cases of poliomyelitis notified 
in the civilian population of the Western sectors, but 
none of these had occurred in the British sector, where 
the troops were stationed. Figures for the Russian sector 
were unobtainable. 

As I have said, all the 6 ‘‘ primary ’’ cases came from 
the same barrack block, and the 7th case was in an 
orderly who had been nursing the initial 6. The men 
slept in small barrack rooms, and, while no two cases 
came from the same room, case 1, in his capacity of night 
orderly sergeant, had had close-range conversations 
with all the other patients within a few days before 
admission. His ‘‘ date of onset ’’ preceded all others by 
at least a day. While the explosiveness of the outbreak 
gave the initial impression that this might be a food- 
or water-borne infection, it is improbable that this was 
so. That it was more likely to have been airborne was 
suggested by two facts. Firstly, the entire battalion 
was fed from a communal kitchen and shared communal 
canteen facilities, yet the cases occurred among the 
occupants of one block only. Secondly, 1 case occurred 
in a nursing orderly, when hand-washing and disposal 
of excreta were being stringently observed. 

The time relation of the initial outbreak to the infection 
of an orderly within four days of coming into contact 
with the affected men suggests a short incubation period 
—certainly not more than four days. 

While there were clinical differences between this 
syndrome and poliomyelitis, it was the epidemiological 
pattern which first indicated that this was not polio- 
myelitis. In outbreaks of poliomyelitis more than one 
case in a single household is not uncommon; but an 
outbreak of poliomyelitis proper can rarely, as in the 
present series, start explosively, affect only a few close 
contacts, and end as rapidly as it has begun. 


Diagnosis 


When the Ist case was seen, with headache, limb 
pains, photophobia, neck stiffness, and an abnormal C.s.F., 
non-paralytic poliomyelitis was diagnosed with a fair 
degree of confidence, and the illness was notified as 
such ; and the 2nd case a day later, with normal C.s.F., 
was again regarded as poliomyelitis. When, however, 
all the cases appeared, none with persistent paralysis 
and only 1 with abnormal C.s.F., it was clear that this 
diagnosis could no longer be entertained. 

In poliomyelitis the c.s.r. may be normal apart from 
an increase in the protein content with no corresponding 
pleocytosis, or even completely normal; but such a 
state is usually found in no more than 5% of cases. 
McAlpine ‘et al. (1947) and Toomey (1941) go so far 
as to say that in such cases poliomyelitis should not be 
diagnosed ; but certainly, more than one abnormal C.s.F. 
would be expected in an outbreak. McAlpine et al., 
in a review of 104 cases, found, too, that less than a 
quarter were non-paralytic. It was therefore, by viewing 
the outbreak as a whole in its epidemiology and clinical 
features that it was differentiated from poliomyelitis. 
This is the experience also of others (Sigurdsson et al. 
1950, Acheson 1954, Macrae and Galpine 1954). 

Virus meningitis and the various forms of encephalitis 
were excluded by the normal c.s.r. The clinical picture 
resembled that of true influenza; to exclude this with 
certainty is difficult; but the limited outbreak, the 
absence of the disease in the neighbourhood, and the 
negative agglutination reactions were thought to put 
it out of court. Bornholm disease was considered, but 
in this series the clinical picture differed from that 
usually described ; in no case was there any abdominal 
or chest pain; the pyrexial in all cases was mild; and 
the limb pains were not spasmodic. In their study of 
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an epidemic of Bornholm disease in Oxford, Warin 
et al. (1953) found only 8% of cases with neither 
abdominal nor chest pain, and only 8% with limb 
pains. In addition, the inability to isolate the Coxsackie 
virus did not support such diagnosis. 

Leptospirosis was excluded on epidemiological grounds, 
by the negative agglutination tests, and by the absence 
of jaundice or albuminuria. Moreover, in this series 
vomiting was slight; but it must be admitted that the 
conjunctival injection and limb tenderness were 
reminiscent of leptospiral infection. 

That the outbreak was of a single disease entity 
must, I think, be accepted because of its restricted 
nature and the consistent clinical picture with regard to 
both symptoms and physical signs. That it was the 
disorder described as ‘“ Iceland fever’’ by White and 
Burtch (1954) and as “not poliomyelitis’? by The 
Lancet (1954) is suggested by the following features : 

(1) The limited nature of the outbreak. In this respect 
the present series is very similar to those described by Macrae 
and Galpine (1954) and by Acheson (1954) in nurses’ homes. 

(2) The extreme muscle tenderness with neither paralysis 
nor reflex changes. 

(3) The high proportion of cases with normal c.s.¥F. 

(4) The mild, but persistent, mental changes, and the 
persistent headache, were particularly striking features. 
The mental changes seen in other outbreaks were stressed 
by Macrae and Galpine (1954) and by Pellew (1951). 


Two features of the outbreak described by Pellew 
(1951) were seen here: one was hyperacusis, of which 
2 patients complained; the other was recrudescence 
of the symptoms after several days, which was most 
noticeable in case 4 who had extreme muscle pain and 
tenderness. The conjunctival injection in 5 of the 7 
cases has not been described in any outbreaks. While 
no reflex changes or persistent weakness occurred, 
objective evidence of neurological involvement was 
afforded by the presence of nystagmus in 5 cases— 
a common finding in the outbreak described by Acheson 
(1954). The transitory erythematous rash seen in 2 
patients has not been described elsewhere. 

Future work may show that the group of outbreaks 
reviewed in The Lancet (1954) are not a homogeneous 
group; and indeed, cases described by Acheson (1954) 
with prominent neurological signs may differ from the 
milder cases described by Sigurdsson et al. (1950) and 
White and Burtch (1954), which the present series 
more nearly resembles. For the purpose of prognosis, 
it is well to recognise this group of infections with their 
explosive epidemiology, since the outlook is so much 
better than in true poliomyelitis. 


Summary 


In November, 1954, there was an explosive, but limited, 
outbreak of a disease resembling poliomyelitis, affecting 
7 soldiers in Berlin. 

The syndrome was marked by headache, limb pains ; 
and muscle tenderness; photophobia and hyperacusis 
were common; and in some cases headache and 
depression persisted in convalescence. 

The c.s.F. was normal in every case but 1. No 
virus was detected, and agglutination tests were negative. 
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In 1948-49 there was an extensive epidemic of 465 
cases simulating poliomyelitis in the town of Akureyri 
in northern Iceland (Sigurdsson et al. 1950). The popu- 
lation of Akureyri being 6900 the attack-rate was 6-7%. 
Paresis was observed in 129 cases. There were no deaths. 
The attack-rate was highest in the age-group 15-19 but 
was also high among young adults generally. There were 
very few cases in children aged less than 5 years. 

The disease was accompanied by low pyrexia, which 
sometimes persisted for weeks, and by pains in one or 
more limbs and in the nape and back. Muscle tenderness, 
often restricted to small areas, was also a prominent 
symptom. The aches often persisted long after the 
disappearance of all objective signs. Disturbances of 
sensation were not infrequently observed, and complaints 
of nervous instability, sleeplessness, and loss of memory 
persisted in many cases for a long time afterwards. 

Feces were tested for poliomyelitis virus and for 
Coxsackie virus, but no virus was found. 

Since 1950 several outbreaks have been described which 
very much resemble Akureyri disease (Pellew 1951, 
Acheson 1954, Macrae and Galpine 1954, White and 
Burtch 1954, Gear 1955). The symptoms and epidemio- 
logical behaviour of these infections are hardly sufficiently 
characteristic to enable all these various outbreaks to 
be classified together before information on their specific 
cause is obtained. However, it seems very likely that 
these epidemics constitute a nosological entity, but the 
relationship, if any, to poliomyelitis remains obscure. 
Several workers besides ourselves have attempted to 
isolate an infective agent from this type of case, but 
nobody seems to have succeeded so far. 

The protracted and even relapsing nature of the 
infection was one of the features which distinguished it 
rather clearly from poliomyelitis. In numerous instances 
vague but annoying symptoms persisted:a long time 
after the infection was presumably over. 

This prompted a renewed study of some of the patients 
examined in 1949. 


Material and, Method 


One of us (K. R. G.) went to Akureyri in June, 1955, 
and subjected 39 previous patients to a complete neuro- 
logical examination. Only patients who had _ been 
examined shortly after the outbreak six years ago were 
examined this time. All the former patients except 1 
with gastric ulcer were back at their usual work. There 
were 33 females and 6 males. The attack-rate during the 
epidemic was higher in females (8-3%) than in males 
(5-1%). 

Results 

Table 1 summarises the results of the clinical examina- 
tion. It will be seen that only 12 of the 39 patients 
(31%) were free from objective clinical signs, and only 
5 patients (13°) considered themselves completely 
recovered. 

Table 1 shows how frequently the various signs and 
symptoms were found six years after the patients fell ill. 
In 1949 several of the patients were neurotic and showed 
functional symptoms. This was still the case in June, 
1955, but only those symptoms which seemed to be 
organic have been included in the tables. 
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TABLE I—CLINICAL FINDINGS IN 39 PATIENTS SIX YEARS AFTER 
HAVING AKUREYRI DISEASE 


Completely Nervous 
recovered and 
neuro. Muscle Neuro, 
No. logical der- logica 
Subjee- Objec- com- ness | 
tively tively plaints 
Severe cases in 1949 23 2 5 19 12 15 
Slight cases in (1949 16 3 7 13 8 3 
Total .. .. 5 12 32 20 «18 


Disturbances of cutaneous sensibility were slight, but 
in all the cases their distribution either followed the 
nerves or corresponded to spinal segments. 


Discussion 


There is increasing evidence that a previously unrecog- 
nised infection has presented in various parts of the 
world during the past seven years. A complete descrip- 
tion of the clinical features of the infection will not be 
attempted here, but the workers cited above are in 
relatively good agreement about the clinical picture. 

The main features of the disease may be said to be as 
follows : 


The incubation period is probably about a week; the 
onset of symptoms may be sudden in some cases but more 
often it is insidious; the initial symptoms are usually low 
pyrexia with headache, especially in the back of the head and 
nape ; and pains in the back and shoulders are very common 
and often radiate into one or more limbs. 

The painful muscles are usually tender to the touch— 
sometimes extremely so. The patient complains of tiredness, 
particularly after even slight exertion. These symptoms 
usually either improve or disappear within a few days to a 
few weeks but may persist for months or even for years. 
Many patients complain of sleeplessness, nervousness, and loss 
of memory. 

In some cases paresis develops from two days to four weeks 
after the onset of the disease. In some patients there is a 
relapse, paresis attacking a new limb after paresis earlier 
elsewhere in the body. A relapse of paresis has been observed 
as late as eight weeks after the first paresis. 

Paresis is usually limited to either one muscle or a group 
of muscles but may affect either a whole limb or more than 
one limb. The tendon-reflexes are usually present, although 
decreased, except in the most severe cases. Even if true 
paresis seems only slight, the affected limbs tire very easily. 

Paresis tends to improve, but improvement may be very 
slow. 

Disturbances of skin sensibility are common. Many 
patients complain of numbness or of paresthesia in the 
affected limbs. Hypoesthesia or hypoalgesia are sometimes 
observed in the affected limbs. 


TABLE II—-RESIDUAL SIGNS AND SYMPTOMS FOUND SIX YEARS 
AFTER ATTACK OF AKUREYRI DISEASE 


No. of cases No. of cases 
which were which were 


Signs and symptoms severe in slight in 
1949 and 1949 and 
now show now show 
symptoms symptoms 
Nervousness and ge neral tiredness .. 18 10 
One group of musc nes or one — tires 
easily 7 
Muscle pains... 16 8 
Sleeplessness . 4 2 
Loss of memory 5 3 
Paresis .. 8 1 
Atrophy of muscles 4 2 
Reflex anomalies 1 
Tenderness of muscles 10 a 
Tenderness of nerves .. 2 
Hypoalgesia, hypowsthesia, or dys- 
resthesia 8 
Slight decrease ‘of sensation to vibra- ; 
tions q 
Slight ataxia of ‘one limb (?) 2 ia 
Slight decrease of deep sensibility (2) os 1 
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True ‘of the pon is observed, but the 
patients often feel pain in the neck and down ths back when 
the head is bent forward. Laségue’s sign is occasionally 
positive. 

Nervousness, loss of memory, sleeplessness, and general 
tiredness are very often complained of and may persist for a 
long time. 

The number of cells in the cerebrospinal fluid is apparently 
within the normal range in most cases. 


No deaths have been reported ; there has therefore been 
no opportunity of studying the distribution and nature 
of possible anatomical lesions. 

The findings reported here indicate that, in some cases, 
many of the signs and symptoms may persist at least for 
several years. 

We suggest that this condition be called (as in Iceland) 
Akureyri disease rather than (as some call it) Iceland 
disease until a more appropriate name can be suggested 
when we know more about its cause and ‘the anatomical 
basis for the signs and symptoms which characterise it. 


Summary 


The clinical finditigs in 39 patients six years after an 
attack of Akureyri disease are described. 

Many of the patients still complained of nervousness, 
tender muscles, pains, and tiredness. 

Signs of paresis, hypoalgesia, and hypowsthesia were 
not uncommon, and other complaints are listed. 

A short description of the clinical features of Akureyri 
disease is given on the assumption that at least several 
of the outbreaks resembling it and described during the 
past six years form with it a nosological entity. 
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Eacu winter many infants aged less than 2 years are 
admitted to Dudley Road Hospital with acute infections 
of the lower respiratory tract. Since cultures made from 
the upper respiratory tract are so uninformative, we 
decided to culture lung juice obtained by thoracic punc- 
ture (Eyre 1910, Abdel Khalik et al. 1938, Alexander 
et al. 1941) in selected cases. 

Like Alexander et al. (1941) we found no ill effects 
from this procedure, and we tentatively extended it but 
never used it as a routine. Our early results suggested 
that, in infants with either bronchiolitis or broncho- 
pneumonia without clinical evidence of consolidation, 
thoracic puncture yielded lung juice that was usually 
sterile. In infants with definite local signs of con- 
solidation thoracic puncture often yielded lung juice 
from which bacteria were grown, most commonly a 
coagulase-positive Staphylococcus awreus—which is what 
is meant in this paper by Staph. aureus. In 1953 and 1954 
thoracic puncture was therefore confined mainly to 
infants with localised signs of pneumonia. 
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TABLE I—ADMISSIONS AND DEATHS FROM INFECTIONS OF 
LOWER RESPIRATORY TRACT IN CHILDREN AGED LESS THAN 
2 YEARS IN 1953 1954 


Diagnosis Admissions Deaths 
Staphylococcal pneu- 
monia : 
Certain 121 (4%) | 4(16-5%) | 
Probable .. ee 8 (1-5 %) 35(6-5%) 0 8 (33%) 
Complicated | J 4(16-5%) | 
Other pneumonias 53 (10%) 8 (33%) 
Other infections cf 
respiratory tract: 
Bronchitis > £0 
Bronchiolitis . . $42 (83-5 %) 8 (33%) 
Total 530 24 


We review here the cases in which Staph. awreus was 
isolated and contrast them with the others admitted in 
the same period. 


Reasons for Lung Puncture 


Staphylococcal pneumonia used to be diagnosed mainly 
at necropsy (Macgregor 1936); it was diagnosed in life 
only on aspiration of an empyema. 

Kanof et al. (1939, 1953), Campbell et al. (1954), and 
Wallman et al. (1955) have built up a picture of the 
clinical and radiographic features of staphylococcal 
pneumonia, but their cases were, for the most part, either 
complicated by empyema or not proved bacteriologically 
if the infants recovered before an empyema was formed. 

Cultures from the upper respiratory tract are unin- 
formative because of the high carriage-rate in healthy 
persons, and blood-culture is rarely positive in primary 
staphylococcal pneumonia (Kanof et al. 1939). 

In view of the histological findings of Reimann (1933) 
and Gibson and Belcher (1951) that large numbers of 
staphylococci are present in the early stages of staphylo- 
coccal pneumonia it was reasonable to hope that lung 
puncture might yield information about the infecting 
organism, and thus allow earlier diagnosis and treatment. 
Moreover the propensity of the staphylococcus to develop 
resistance to antibiotics might make the isolation of the 
organism and the determination of its sensitivity 
important to the treatment. 


Material 


530 infants, aged less than 2 years, were admitted in 
1953 and 1954 with infections of the lower respiratory 
tract and were diagnosed variously as having bronchitis, 
bronchiolitis, bronchopneumonia, and pneumonia (includ- 
ing virus and neonatal). Of these 530 infants 88 had 


TABLE It CLINICAL PICTURE OF STAPHYLOCOCCAL PNEUMONIA 
IN INFANTS 
-- Certain Probable Total 
No. of cases a 21 8 29 
Age rae 2 wk.—21 mos. 5 wk.—6 mos. 2 wk.—21 mos. 
Onset : 
Preceded by infec- 
tion of upper 
respiratory tract 16 4 20 
Acute or fulmina- 
ting 4 1 5 
Pyrexia > 100°F on 
admission 13 17 
Signs of pneumonia 19 5 24 
Leucocytosis > 
18,000 per c.mm. 9/16 1/5 10/21 
Radiography on 
admission 
Opaque lung field 
(empyema) ond 4 0 4 
Pneumatocele 
without empy- 
ema 6 3 
Pleuritis .. - 5 1 6 
Non-specific infil- 
tration és 3 4 7 
Not radiographed 3 0 3 
Free empyema 7 0 7 
Deaths 4 0 4 
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radiographic signs of pneumonia, and 35 we diagnosed 
as having staphylococcal pneumonia (table 1). 

Although staphylococcal pneumonia accounted for 
only a small percentage of the admissions in the age- 
group with infections of the lower respiratory tract it 
accounted for nearly half of those with radiographic 
evidence of pneumonia and for a third of the deaths 
from infection of the lower respiratory tract. 

In view of the difficulty of being certain of the diagnosis 
in each case of staphylococcal pneumonia and to facilitate 
description the cases have been divided into three groups 
as follows : 


(1) Certain staphylococcal pneumonia.—These 21 cases are 
considered proved for the following reasons: 17 had both 
clinical and radiographic signs of either pneumonia or fluid, 
together with the isolation of Staph. aureus from either pleural 
pus or lung juice; and in 4 fatal cases Staph. aureus was 
cultured from the lung at necropsy. 

(2) Probable staphylococcal pneumonia.—These 8 cases did 
not present the fully developed clinical picture: of 5 infants 
in whom Staph. aureus was obtained by lung puncture and 
culture, 4 presented atypical clinical appearances, and the 
remaining | cleared unusually rapidly ; 1 infant in whom lung 
puncture proved negative on admission had a typical clinical 
course and responded typically to treatment; and in the 
remaining 2 cases no lung puncture was done, the diagnosis 
depending in 1 of them on typical pneumatocele formation 
seen on radiography, and in the other on a staphylococcal 
osteitis of the maxilla draining pus into the mouth. When 
pneumonia of the right lower lobe developed in this infant two 
days later it was considered to be due to inhalation of staphylo- 
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3 7 
AGE (mos.) 


of staphy! lp le of tafant 
cases are shown by hatching. 


21 23 


7 9 


Fatal 


coccal pus from the mouth. We therefore believe that all 
these 8 cases were probably staphylococcal pneumonia, most 
of them being earlier and milder than usual. 

(3) Complicated staphylococcal pneumonia.—These 6 cases 
were secondary to serious underlying disease, and are not 
considered further here, because they did not present the usual 
picture. 3 had fibrocystic disease of the pancreas, 1 congenital 
heart-disease, 1 renal insufficiency, and 1 a muscular dystrophy. 
These 6 had the highest mortality (4 deaths). 


Clinical Features of Staphylococcal Pneumonia 


To obtain an over-all picture of staphylococcal pneu- 
monia in infants we have studied the certain cases and 
the probable cases as representing a fair sample. They 
are considered together in table m. Although the 
inclusion of the probable cases is subject to criticism, 
their omission would be even more misleading because 
the early stages of staphylococcal pneumonia would not 
then be fairly represented. 

Fig. 1 shows the age-distribution and confirms the 
high mortality in the first few weeks of life. 

The usual picture was of a toxic infant, with 
cyanosis and respiratory distress. The hallmark of 
established staphylococcal pneumonia on clinical examina- 
tion was obvious signs of either consolidation or fluid in 
the chest ; this was present in 24 of 29 cases, whereas 
in the other 53 radiographically diagnosed pneumonias 
it was noted only in 7. In most cases there was an 


antecedent infection of the upper respiratory tract. 
This, considered with our findings of an increased 
incidence during the winter months (fig. 2) in step with 
the more numerous admissions of infants with infections 
of the lower respiratory tract, bears out the view that 
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Fig. 2—Seasonal distribution of infections of lower respiratory tract and 


even this so-called primary staphylococcal pneumonia is 
probably secondary to an antecedent virus infection 
(Chickering and Park 1919, Scadding 1937, Wallman et al. 
1955). 
Radiography 

The radiographic appearances varied considerably 
and, as Campbell et al. (1954) found, changed very 
rapidly. A small opacity would become generalised 
pleuritis or an empyema, or blebs would appear with 
alarming speed. Of 26 infants radiographed, 4 had an 
opaque lung field and presented little difficulty in 
diagnosis after examination of the pleural fluid. Of the 
remaining 22 infants radiographed only 9 had signs which 
differentiated them from other cases of pneumonia, these 
findings being those of pneumatocele or bleb formation, 
which were considered by Blumenthal and Neuhof (1946) 
to be typical of suppurative pneumonia but are often 
confused with congenital cysts of the lungs (Conway 
1951). In 6 other cases there was localised pleuritis at 
an early stage, shown by a thickened pleural edge or by 
a diffuse ‘‘ ground glass’’ opacity over one zone, but 
these were not sufficiently clear-cut to be diagnostically 
helpful. 


Swabs 

Laryngeal, postnasal, or throat swabs taken from 19 
infants revealed Staph. aureus in 5 of them ; this is lower 
than the expected staphylococcal carriage-rate in the 
upper respiratory tract, probably because dry swabs 
were used. Blood was not cultured except in 1 infant 
(in whom it proved sterile). 


Thoracic Puncture 

This consisted in inserting a dry sterile 16-gauge or 
18-gauge needle attached to a 5-ml. syringe into the 
affected area after preparing the skin with either iodine 
or spirit. If no exudate was obtained from the pleural 
cavity, the needle was advanced a further centimetre or 
two, suction on the syringe being maintained during both 
insertion and withdrawal. If visible exudate was seen 
in the syringe it was inoculated directly on to either 
blood-agar or chocolate-agar plates. If no exudate was 
seen, the needle was inserted into a bottle containing 
5 ml. of glucose broth, which was sucked up into the 
barrel of the syringe and discharged back into the bottle. 
After incubation over-night the broth was subcultured 
on to the solid media. 

25 infants were subjected to thoracic puncture. 
Although 8 presented clinical evidence of pleural effusion, 
only 4 had frank empyemata on admission. In the 
remaining 4 a small drop of pus appeared in the syringe 
and was cultured direct. All 8 specimens yielded Staph. 
aureus in pure culture. In 17 cases no visible exudate 
was seen in the syringe, and on these the value of lung 


Bacteriology 


puncture as a diagnostic aid can be assessed. In 14 of 
them Staph. aureus was cultured at the first attempt ; 
so culture of lung juice in these infants enabled staphylo- 
coccal pneumonia to be diagnosed early and contributed 
to their recovery from the acute stage; in none of 
them did an empyema develop. On the other hand, 
in 3 infants the initial lung puncture was sterile and 
misled us. 

The question of false positives must also be considered. 
In more than 100 lung punctures done before, during, and 
after the present series Staph. awreus was isolated in 3: 
2 of these children’ were aged more than 2 years; and 1 
infant with a positive lung puncture had no other evidence 
of pneumonia. It is presumed that this was due to the 
accidental introduction of Staph. aureus from skin or air 
into the broth, as occasionally happens in blood-culture. 
Sensitivities 

Each strain of Staph. aureus isolated from the cases 
admitted in 1954 was tested against six antibiotics 
(penicillin, streptomycin, chloramphenicol, chlortetra- 
cycline, oxytetracycline, and erythromycin) by the 
following method : 

A single colony of Staph. aureus was spread evenly over an 
agar plate in three directions to ensure a smooth confluent 
growth. Six ‘ Sentest ’ tablets (Evans Medical Supplies Ltd.) 
were placed at equal intervals round the plate. Each tablet 
contained a given amount of the various antibiotics : penicillin 
0-51.U., streptomycin 20ug., chloramphenicol 40ug., chlortetra- 
eycline 10 ug., oxytetracycline 10 ug., and erythromycin | ug. 
After incubation over-night the pesults were read according 
to the zones of inhibition of growth around the tablets, varying 
from very sensitive to resistant. 


For our present purpose the strains are classified only 
as either sensitive or resistant, the method not being 


TABLE III—-ANTIBIOTIC SENSITIVITY OF STRAINS ISOLATED 
FROM TWENTY INFANTS 


No. of | Peni- Strepto-| Chloram- Oxytetra- Erythro- 
infants, cillin mycin | phenicol cycline eycline mycin 

il R s 8 
1 R s s 
1 s s R Ss 
1 R R R R R Ss 

R, resistant. 8, sensitive. 


sufficiently accurate for more detailed division (table 11). 
The correlation between chlortetracycline and oxytetra- 
cycline was absolute, except for 1 case where complete 
resistance was shown to chlortetracycline and slight 
sensitivity to tetracycline. 

All thé strains were sensitive to erythromycin, all but 
1 sensitive to chloramphenicol, and all but 2 to both 
chlortetracycline and oxytetracycline. 


Treatment 


This followed the current lines of alleviating anoxemia 
with oxygen and bringing the infection under control 
with an appropriate antibiotic as soon as possible. At 
the beginning of the study penicillin was usually given at 
the start of treatment; later on we learned to suspect 
staphylococcal infection on clinical grounds and tended 
to use erythromycin pending the results of bacteriological 
examination. Erythromycin was used in 17 cases 
altogether, but our results do not show it to be, either 
alone or in combination, superior to other antibiotics. 
It is now our practice to keep erythromycin in reserve 
for cases showing bacterial resistance to all the other 
antibiotics. Where an empyema had developed, either 
penicillin or streptomycin was injected locally. In 1 
case a pneumothorax developed, necessitating intercostal 
drainage with water-seal. 
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Results 


24 infants recovered completely, 1 is left with bronchi- 
ectasis, and 4 died. 


Recoveries (24) 

In nearly half the infants who recovered, the pneumonia 
ran a relapsing course. It was here that the duration of 
treatment came into question. It seemed that a com- 
parison of the duration of the initial treatment of those 
who relapsed with that of those who made an uneventful 
recovery might help to decide the optimal length of 
treatment. It was possible to assess 19 infants: 11 
recovered uneventfully after eighteen days’ treatment, 
whereas the 8 who relapsed had an average of only eleven 
days’ initial treatment. The following case provides the 
most salutary warning, there being two relapses : 

A baby boy, aged 3 months, was admitted with three days’ 
history of anorexia, snuffly nose, and cough. 

On examination he had a temperature of 99-2°F, nasal 
discharge, and signs of pneumonia at the right base. Radio- 
graphy showed consolidation ard pneumatocele formation. 
On thoracic puncture a small blob of pus appeared, and this 
grew penicillin-resistant Staph. aureus. 

Treatment.—The baby was treated with erythromycin for 
twelve days, at the end of which his chest seemed clearer both 
clinically and radiologically. Eleven days after the end of this 
course of treatment his cough returned, he lost weight, his 
temperature rose to 99-6°F, and the signs at the right base 
became more obvious. Lung puncture was repeated, and this 
time no pus was obtained, but the juice again grew penicillin- 
resistant Staph. aureus. After eighteen days’ further treatment 
with ervthromycin the baby still had signs at one base; so, 
after three days’ interruption, treatment was continued for 
another fortnight, by which time the clinical signs had almost 
disappeared, the white-cell count had fallen from 15,600 to 
9300 per c.mm., and the chest, on radiography, was nearly 
clear. 


The reasons which led us to relatively short treatment 
were, inter alia, the rapid clinical response, the apparent 
well-being of the infants, and the consciousness of using 
wide-spectrum antibiotics with their particular dangers to 
infants. The necessity for prolonged treatment to prevent 
relapse in deep-seated staphylococcal infection has long 
been recognised and is emphasised by Kirby et al. 
(1953) and Neligan (1955). Both the relapsed cases and 
the uncomplicated recoveries seem to show that at least 
from twenty-one to twenty-eight days’ treatment with 
appropriate antibiotics, whether singly or in pairs, is 
indicated. The radiographic change persisted so long 
(average three months) that the advice of Kanof et al. 
(1953) to continue treatment until the chest is radio- 
graphically clear could not have been followed in many 
cases. When a relapse took place, the warning signs were 
anorexia and lack of weight-gain, followed later by 
leucocytosis and pyrexia. 


Bronchiectasis (1) 

This infant did not present the usual clinical picture 
of staphylococcal pneumonia on admission, having wide- 
spread crepitations without signs of consolidation. It 
was only after a lack of response to ten days’ treatment 
with penicillin followed by eleven days’ treatment with 
chlortetracyeline that a lung puncture was done in an 
area where clinical and radiographic consolidation had 
appeared. The strain of Staph. aureus recovered from 
his lung was sensitive to erythromycin only. He responded 
initially to this antibiotic, but we stopped treatment 
after eight days, not realising then the necessity for 
prolonged antibiotic cover. He relapsed and did not 
clear completely on a second and longer course of 
erythromycin. 

Deaths (4) 
The 4 deaths (mortality 14%) took place at the ages 


of 1 month, 7 weeks, 8 months, and 1 year. 3 infants 


died within a few hours of admission and before any 
antibiotic could have taken effect. They could have been 
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TABLE IV—DIFFERENTIAL DIAGNOSIS 
No. in Initial thoracic 
No. with which puncture * 
No physical radio- 
signs of graphy 
Disease consoli- showed Other 
© dation or empyema Staph. organ- | Sterile 
of fluid or pneu- aureus tomas —_— 
matocele — 
Staphylococcal 
pneumonia 29 24 13 22 0 3 
Other pneumonia 53 7 0 1 8 8 
Other infections 
of lower respir- 
atory tract 442 0 0 0 2 7 


* Thoracic puncture was mainly restricted to infants suspected of 
having bacterial pneumonia. 


saved only by earlier diagnosis and treatment. The 4th 
infant was aged 1 month and had an overwhelming 
infection but survived five days despite profound 
polymorph leucopenia. 

As Wallman et al. (1955) point out, the mortality is 
still about 50°, in the first month of life. 


Antecedent Staphylococcal Infection 


In view of the high staphylococcal carriage-rate in the 
noses, eyes, and umbilical stumps of neonates, and the 
concern over the treatment of minor infections in very 
young infants (Forfar et al. 1955), we tried to discover 
any such incidents in our series. The results were as 
follows : 

Of 18 infants born in hospital 15 were not known to have 
had any infection, 1 had had ophthalmia neonatorum at the 
age of 5 or 6 days and was admitted with staphylococcal 
pneumonia at the age of 16 days, 1 had had a stye at the age of 
7-10 days and was admitted with staphylococcal pneumonia 
at the age of 4 weeks, and the mother of 1 admitted with 
staphylococcal pneumonia at the age of 14 weeks had had a 
breast abscess on the seventh day after delivery. There was 
no history of neonatal infection in 5 infants born at home, and 
in 6 infants the facts are not known. 


The numbers are small ; but, since 23 of the 29 infants 
were aged 6 months or less, and 14 were aged 3 months 
or less, the small number with a positive history of overt 
infection suggests that other factors, such as nasal 
carriage, are more important (Court et al. 1955), at least 
so far as staphylococcal pneumonia is concerned. 

The main problem, as Barber and Burston (1955) 
suggest, is to discover what makes the staphylococcus 
become invasive. In the present series it looks.as if an 
antecedent virus infection is the most likely factor in 
view of the seasonal incidence and the history (table 1). 


Discussion 


The deaths and the history of antecedent infection of 
the upper respiratory tract in many cases show that 
we have much to learn about when the picture changes 
from a respiratory infection of presumed virus origin 
to the usually more severe staphylococcal invasion, which 
demands more urgent and specific treatment. In our 
series the history did not seem to differ much from that 
of dozens of children admitted with other respiratory 
disease. The main differences were found on clinical 
examination, radiography, and lung puncture. These 
results are summarised in table Iv. 

If our findings are representative and the probable 
cases are accepted as true cases, any infant aged less than 
2 years with clinical signs of pneumonia or of fluid has 
more than three chances to one of being infected with 
Staph. aureus. 

The radiographic findings of empyema or of pneu- 
matocele appear to be pathognomonic. 

The radiographic evidence of pleuritis or of localised 
pleural exudate in 6 infants on admission confirms the 
general belief of early involvement of the pleura. 
This pleural involvement without free empyema was 
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particularly noticeable in 2 infants who died within a 
few hours of admission ; a little fibrino-purulent exudate 
was present between the otherwise adherent thickened 
layers of pleura. 

Pus in the aspirating needle or syringe depends on its 
chance passage through a purulent area rather than 
adherent pleura. Washing out the syringe and needle 
with broth therefore seems to afford the best chance of 
recovering the organism, although it carries with it the 
increased risk of accidental bacterial contamination. 

Despite the warning given by Lelong and Alison (1953) 
that ‘‘ La ponction exploratrice peut étre dangereuse dans 
ces cas’’ we had no direct sequele of thoracic puncture 
in this series; but 1 infant had a pyopneumothorax 
eight days later. The fact that this complication is very 
common in staphylococcal pneumonia seems to exonerate 
the lung puncture from blame. We repeated thoracic 
puncture in several relapsed cases without producing 
any untoward result. Before, during, and since the 
period covered by this report more than a hundred lung 
punctures have been done in various infections of the 
lower respiratory tract : on 4 occasions a partial pneumo- 
thorax developed but caused no detectable symptoms 
and the air was reabsorbed in a few days. 

It therefore seems that the first definite sign of localised 
pneumonia in infants aged less than 2 years demands 
immediate treatment as a potential staphylococcal 
infection. We do not suggest the use of lung puncture as 
a routine diagnostic measure at this stage; but its use 
has made us more familiar with the early signs of staphylo- 
coccal pneumonia in infants, and this recognition has in 
some instances perhaps led to more effective initial 
treatment reflected by somewhat lower empyema and 
mortality rates than those usually reported. 

If present trends continue (Barber and Burston 1955), 
the list of antibiotics likely to be effective will grow 
shorter, and in this unhappy event lung puncture may 
have to be done routinely to determine the sensitivity of 
the ‘‘ unconquered staphylococcus.” 


Summary 


In 1953 and 1954 35 cases of staphylococcal pneumonia 
were diagnosed in 530 infants, aged less than 2 years, 
admitted with infections of the lower respiratory tract. 
Of the 35 cases 29 were “ primary.”’ 

In 14 out of 25 cases lung puncture contributed to 
early diagnosis of staphylococcal pneumonia. 

Results of treatment confirm the necessity for long- 
continued administration of antibiotics. 


We wish to thank Prof. J. M. Smellie for advice and criticism 
in the preparation of this study ; and our ward sisters and 
house-physicians for their skill and coéperation. 
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Untit 1932 influenza could be diagnosed only on 
clinical grounds, but nowadays the relationship of 
influenza virus to epidemic influenza and to the 
‘‘influenzal’’ pneumonias can often be established 
by demonstration of either the virus or specific antibodies 
in the. serum. 

Staphylococcal pneumonia is rare but seems to occur 
most commonly as a complication of influenza. The 
number of patients with staphylococcal pneumonia 
and satisfactory evidence (demonstration of either virus 
or antibodies) of recent or current influenza is unfortun- 
ately small. 

3 rapidly fatal cases of staphylococcal pneumonia which 
also yielded influenza virus were reported by Scadding (1937) 
and Stuart-Harris et al. (1938). Single cases were recorded by 
Stokes and Wolman (1940), Himmelweit (1943), and Burnet 
et al. (1946), and 2 by Parker et al. (1946). 

Evidence of coincident or recent infection with influenza 
virus has been provided by hemagglutination and comple- 
ment-fixation tests in a greater number of patients: 45 
of 54 cases of staphylococcal pneumonia were studied in 
Sheffield and other areas in 1949-51, and cultural or sero- 
logical evidence of influenza either coincident with or shortly 
before the lung involvement was obtained in 24 (Williams 
1953). 

Staphylococcal pneumonia in the absence of influenza 
is very rare, but there are several instances of staphylo- 
coccal pneumonia in which search for the influenza virus 
was unsuccessful (Andrewes et al. 1935, Pearson et al. 1941, 
Stuart-Harris et al. 1949). 


There is norevidence that the influenza virus isolated 
from cases of staphylococcal pneumonia has unusual 
properties, but Stuart-Harris (1953) comments that 
a large quantity of the virus can be detected in the lungs. 
Until recently there had been no extensive study of the 
staphylococci found in sputum or Jungs of patients with 
pneumonia during influenza epidemics, but it is agreed 
and emphasised by all workers that the staphylococci 
are present in prodigious numbers. Bacteriophage 
typing of strains of Staphylococcus aureus from cases of 
influenzal pneumonia was done by Williams et al. (1953), 
who found that the proportion of group-I strains from 
non-fulminating types of pneumonia did not differ 
significantly from that in the nose of healthy carriers 
(about 25%), whereas 56% of strains from fulminating 
cases were of this group. Since the excess of group-1 
staphylococci was observed in strains from a variety 
of sources and in two different epidemics, Williams 
et al. believed it to be significant. Not all the strains 
associated with the fulminating disease were resistant 
to penicillin. 


Clinical and Bacteriological Studies 


During 1953 clinical and laboratory investigations 
were made on all adult patients with acute infection 
of the lower respiratory tract in the wards of the medical 
unit in the Cardiff Royal Infirmary. Routine studies 
of 70 patients included frequent bacteriological examina- 
tion of sputum and complement-fixation tests for 
evidence of infection with the viruses of influenza A 
and B, psittacosis, lymphogranuloma inguinale (L.G.1.) 
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Q fever, and lymphocytic choriomeningitis, as well as 
titrations of streptococcus M.G. agglutinins and heterophil 
antibodies. 

There was clinical or radiographic evidence of pul- 
monary consolidation in 42 cases and evidence of 
inflammation of the lower respiratory tract without 
consolidation in 28. Serological studies revealed that 
17 patients had influenza A, and the virus was isolated 
from the lungs of 2 other patients. There were significantly 
raised titres in the complement-fixation test for influenza 
B in 3 cases, psittacosis-L.G.1. group in 3, and Q fever 
in 2. The streptococeus M.G. and cold agglutinins were 
raised in 4. Not less than an eightfold rise in titre was 
considered significant in these serological tests. 

Sputum obtained on admission of the patients to 
hospital gave rich growth of Streptococcus pneumonia 
in 8, Strep. pyogenes in 6, Escherichia coli in 8, 
Haemophilus influenza in 3, Klebsiella pneumonia in 1, 
Mycobacterium tuberculosis in 2, and coagulase-positive 
Staph. aureus in 4. 

The 4 cases with coagulase-positive Staph. awreus in 
the sputum were admitted in the middle of an 
influenza-A epidemic in the first quarter of 1953. The 
organism was present in very large numbers, and in 3 
cases it was grown in pure culture. All 4 patients were 
extremely ill, and 2 of them died. A brief description 
of these cases follows. 


INFLUENZA COMPLICATED BY SECONDARY STAPHYLOCOCCAL 
INFECTION 

Case 1.—-A housewife, aged 53, was admitted to hospital 
with the diagnosis of bilateral bronchopneumonia after four 
days’ increasing chest pain and dyspnea. Despite oxygen, 
penicillin, and aureomycin her condition deteriorated rapidly, 
and she died within twelve hours of admission. Staph. aureus 
was isolated in pure rich culture from her sputum. The 
organisms were sensitive to penicillin, chloramphenicol, 
aureomycin, and streptomycin. Influenza-A virus was isolated 
from the lungs post mortem. 


Case 2.—-A draughtsman, aged 63, who had had chronic 
bronchitis for six years was admitted to hospital with three 
weeks’ history of increased breathlessness and cough. Clinical 
examination suggested diffuse bronchopneumonia, which 
was confirmed by chest radiographs showing patchy con- 
solidation of the upper lobes and a cystic pattern over the 
rest of the lung fields. The patient improved rapidly on general 
therapy. Staph. aureus was isolated in rich culture from the 
sputum along with a scanty growth of hemolytic streptococci. 
Complement-fixation tests for influenza A showed on admission 
a titre of 1/64, which remained constant for two weeks. 
Seven months later the titre for influenza A was less than 1/8. 


Case 3.—-A man, aged 72, who had had chronic bronchitis 
for many years, was admitted gravely ill with extreme 
dyspnoea and cyanosis. Clinically there were signs of broncho- 
pnoumonia throughout his lungs. Despite treatment with 
oxygen, penicillin, and digoxin he died within eighteen 
hours of admission. Staph. aureus was grown in pure rich 
culture from his sputum, His white-cell count was 86,000 
per c.mm, (neutrophil polymorphs 42-5%, neutrophil meta- 
myelocytes 21-5%, neutrophil myelocytes 17:5%). A com- 
plement-fixation test for influenza A showed a titre of 1/512. 
Attempts to isolate influenza virus from lung tissue post 
mortem failed. 
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Case 4.—A woman, aged 80, was admitted to hospital 
with a week’s history of acute respiratory infection. Examina- 
tion showed diffuse bronchopneumonia, particularly in both 
lung bases. Extreme weakness, cyanosis, and dyspnea 
persisted for four days, after which improvement was steady. 
Staph. aureus was isolated in profuse growth from her sputum. 
Complement-fixation tests for influenza A on the first, sixth, 
nineteenth, and thirty-seventh hospital days and seven 
months later showed titres of 1/16, 1/128, 1/128, 1/64, and 
less than 1/8 respectively. 


OTHER CASES WITH STAPHYLOCOCCI IN SPUTUM 


During the year under review 9 other patients were 
found to have a coagulase-positive Staph. aureus in 
one or more specimens of sputum but not on admission. 
None of these patients had influenza, and none was in 
hospital during the epidemic period. 

In 6 of these patients the growth of staphylococci was 
scanty and took place in solitary specimens when the 
patients were recovering satisfactorily from a lung 
infection or had recovered completely. For these reasons 
little meaning can be attached to the presence of the 
staphylococci. From the sputum of the remaining 3 
patients Staph. aureus was isolated more than once : 
2 of these patients had lung tumours, and the 3rd was 
a chronic bronchitic aged 64. 

The clinical and bacteriological evidence therefore 
favoured the view that the staphylococci found in the 
cases of influenza were producing a severe disease, whereas 
those found in other cases were not. Special serological 
tests described below produced further evidence in 
favour of this conclusion. 


Antibody Studies 


During the 1951 influenza-A epidemic our attention 
was directed to post-mortem findings on 2 patients who 
had died with fulminating pneumonia after a very brief 
illness. The stained films of pus from the trachea and 
lungs of both these patients were so rich in staphylococci 
that they resembled the smear of an actual colony. 
Staph. aureus was isolated in pure culture from both 
patients. Unfortunately no attempt was made to 
determine the presence of influenza virus. 

This rapidly fatal illness in previously healthy persons 
and the ubiquity and profusion of the cocci in the lungs 
suggested that the local tissue and humoral antibody 
defences had been overwhelmed. We thought it would be 
profitable to investigate the circulating antibodies to 
Staph. aureus during such an infection. This was done 
on the sera from the patients in our series with acute 
infection of the lower respiratory tract, from healthy 
persons, from patients with minor staphylococcal lesions, 
and from 6 patients with severe non-pulmonary staphylo- 
coccal infections. 

The antibody to the «-lysin of the staphylococcus was 
chosen as the most convenient index of the humoral 
antibody level. Not only do virulent strains of Staph. 
aureus produce «-lysis but also the titration of this lysin 
and its antibody is technically precise and relatively 
simple. 


TABLE I-—-LEVELS OF STAPHYLOCOCCAL &-ANTITOXIN IN HEALTHY PERSONS, PATIENTS WITH INFECTION OF LOWER 
RESPIRATORY TRACT, AND PATIENTS WITH NON-PULMONARY STAPHYLOCOCCAL LESIONS 
Non-influenzal infection of lower ati 2 
Serum Influenzal pneumonia respiratory tract — 
antitoxin Healthy minor staphylo- 
levels persons ekin coccal 
(1.U. per ml.) Acute After After After Acute After After After lesions lesions 
phase 1 week 2 weeks 3 weeks phase 1 week 2weeks 3 weeks . 
0-05 4 0 0 0 0 0 0 0 0 0 0 
0-2 3 4 3 2 1 0 0 0 5 1 1 
O-4 7 8 7 6 13 12 iL 9 32 6 2 
O-8 4 4 4 4 21 22 20 14 40 9 2 
1:6 1 1 1 0 15 13 13 10 23 8 1 
3:2 0 0 0 0 1 1 1 0 0 2 0 
Total 19 : 17 15 12 51 48 45 33 100 26 6 
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TABLE II—STAPHYLOCOCCAL Q-ANTITOXIN LEVELS (1.U. PER 
ML.) OF 4 PATIENTS WITH COMBINED STAPHYLOCOCCAL 
AND INFLUENZAL INFECTIONS 


Case On After After After 
no. admission 1 week 3 weeks 8 weeks 
1 Not 
detectable Died 
2 Not 
detectable 0-2 0-8 Not assessed 
3 Not 
detectable Died 
4 Not 


NO 
detectable 0-2 0-8 1-6 


Materials and Technique 

Serial dilutions of inactivated patient’s serum made 
up to a unit volume of 0-4 ml. with saline solution were 
mixed with 0-4 ml. of toxin diluted with a mixture of 
3 parts of saline solution and 1 part of broth to contain 
Lh/10 or in some cases Lh/50. The serum-toxin mixture 
was incubated for 30 minutes in a water-bath at 37°C. 
1 drop (0-025 ml.) of 20% thrice-washed rabbit red 
blood-cells was then added to each tube, and the tubes 
were placed in the 37°C water-bath for one hour. The 
end-point was taken as the last tube showing lysis of 
any degree. 

Standard antitoxin, diluted to contain 0-5 international 
units (1.U.), was used as a control and a method of 
calibration in each batch of tests. 


Results 

240 sera from 70 patients with infection of the lower 
respiratory tract, including 19 with proved influenza A ; 
100 sera from apparently healthy people ; 26 sera from 
persons with superficial staphylococcal skin lesions ; 
and 6 sera from patients with severe non-respiratory 
staphylococcal lesions were examined by this method. 
Tables 1 and 1m show that in the 70 patients with infection 
of the lower respiratory tract, except 4 in whom there 
was no detectable antibody, the levels of circulating 
antitoxin ranged from 0-2 to 3-2 1.u. per ml., and that the 
distribution was similar to that in the group of 100 
healthy people and 32 persons with non-pulmonary 
staphylococcal lesions. 

The 4 patients in whose serum there was no detectable 
antibody were those who had severe combined influenzal 
and staphylococcal infections. 2 of the patients died 
but in the 2 survivors circulating antibodies developed 
within a week of admission to hospital (table m). At 
no time was free toxin found in the circulation of these 
patients. No change in titre of the circulating antibodies 
to «-lysin was detected in the weekly serum specimens 
in any of the other 66 patients with infection of the lower 
respiratory tract. 

In healthy persons circulating antibodies to the staphy- 
lococeal «-hemolysin range from 0-2 to 2-0 units (mean 
about 0-7 unit) (Seeley et al. 1944, Widholm 1951, 
Marks 1953). In cases of staphylococcal infection of the 
skin the antibody often remains at the normal level, 
but when the lesions become chronic it may rise to 8 
or more units per ml. We have not been able to discover 
any published instance, or any other instance in our own 
observations apart from the 4 cases recorded here, in 
which the antibody titre was below a detectable level 
at any time. 

Discussion 


It is clear from our own experience and that of others 
that staphylococcal invasion of the lower respiratory 
tract in adults, producing severe and often fatal illness, 
is practically limited to the time of influenza epidemics. 
On occasions it has assumed epidemic proportions with 
a very high fatality-rate. Several workers have recently 
drawn attention to the different ways in which staphylo- 
coccal pneumonia can occur in association with influenza, 
and these reports have to some extent corrected the over- 
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emphasis on the case fatality. In most patients definite 
evidence of the association of staphylococcal and 
influenzal infection is wanting, and much work is needed 
before the degree of association of virus and staphylo- 
coccal infection can be assessed. 

Further investigation is also needed to determine 
whether the strains of Staph. aureus or of the influenza 
virus causing this illness, particularly in its fulminating 
form, have any special virulence or toxigenicity. The 
work done by Williams et al. (1953) suggests that staphy- 
lococci of a particular bacteriophage type are signi- 
ficantly associated with the fulminating infection, but 
this awaits confirmation, and nothing has been recorded 
of any other special characteristic. 

The exact réle of virus and staphylococcus in producing 
the lung lesions is far from clear. Most workers agree 
that the staphylococcus grows and flourishes in the 
bronchial tree where the epithelium has been damaged by 
a preceding or co-existing infection with influenza virus. 
This presumably applies also to the relation between 
Strep. pyogenes or H. inflwenze@ and the influenza virus, 
because it is clear-from published accounts that pneu- 
monia attributed to these organisms at the time of 


‘influenza epidemics is in many cases indistinguishable 


clinically or pathologically from that caused by Staph. 
aureus (Dwinnell 1919, Tytler et al. 1919, Winternitz et al. 
1920, Wollenman and Finland 1943). It is not clear 
whether these bacteria are present fortuitously or 
transmitted in association with the virus. 

It is striking that the 4 patients in whom there was 
no detectable antibody to staphylococcal «-hzemolysin 
during the acute phase of the illness had severe pneu- 
monia in which influenza A and Staph. aureus coexisted. 
This suggests that the circu.ating antibody had been 
neutralised by the toxin produced as a result of the 
massive infection of the lower respiratory tract with 
staphylococci. 

Finally, in view of the low levels of staphylococcal 
antitoxin in the serum of these 4 patients, we suggest 
that, in addition to antibiotics, staphylococcal anti- 
toxin may be of use in treatment if given at an early 
stage and in adequate dosage. 


Summary 


Of 70 patients with infection of the lower respiratory 
tract 4 had combined infection by Staph. aureus and by 
influenza-A virus ; 2 of them died. 

In these 4 patients the normal circulating staphylo- 
coceal antibody to «-hemolysin appeared to have been 
completely neutralised by toxin produced in the lungs. 

372 specimens of serum, including 32 from patients 
with other staphylococcal conditions, were examined 
for antibody to staphylococcal a-hemolysin. In none 
of these was the antibody titre below the normal range. 

The association of Staph. aureus and influenza virus 
in the causation of severe and often fatal pneumonia 
is reviewed. 


We wish to thank Prof. Harold Scarborough and Prof. 
Scott Thomson for advice and criticism. 
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ST. THOMAS’S HOSPITAL, LONDON 


THE casualty department at St. Thomas’s Hospital 
has a close liaison with the department of physical 
medicine, which provides treatment by physical methods 
in minor sepsis. This has shortened the patient’s period 
of incapacity, compared with routine surgical treatment 
alone. The time-saving is of great economic importance 
since the majority of such patients are wage-earners. 

Stimulated by the high incidence of superficial sepsis 
and septic wounds, particularly of the hands, during the 
war years in London, one of us started using a section 
of the physical medicine department for the treatment 
of these conditions (Bauwens 1940). He worked in con- 
junction with the resident assistant surgeon and his 
staff, who performed the necessary surgery. 

A similar organisation exists at present, staffed by 
trained physiotherapists who apply all dressings and use 
various physical treatments. These include local heating 
by means of short-wave diathermy, infrared radiation, 
or micro-waves, which result in increased circulation and 
the activation of defensive processes in the affected area, 
and ultraviolet radiation, again usually applied locally 
with the aid of the Kromayer lamp, the therapeutic effect 
of which results from destructive action on bacteria and 
increased rate of proliferation of tissue-cells (Bauwens 
1950). Occasionally ultrasonics are found to be of value 
in early cicatrisation, especially in the case of ulcers, 
where thickening and searring of adjacent skin delay full 
healing (Curwen 1953). 

In the lower limbs, sepsis, laceration, and ulceration 
are commonly complicated by edema which retards 
healing. Such conditions are greatly improved by the 
application of strong elastic bandaging, first advocated 
by Bisgaard (1948) and later developed by Curwen and 

Scott (1952). 

The effects of treatment are of course greatly enhanced 
by complete rest of the parts directly or indirectly 
involved. ‘Thus many cases of sepsis of the upper-limb 
digits, hand, or forearm are helped by temporary splinting 
with Kramer wire and the use of a sling, in the initial 
stages. At the same time, in order to prevent stiffness, 
the immobilised joints are put through a full range of 
active movements at each attendance. 
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The routine treatment of carbuncles includes shaving 
and cleansing the surrounding skin with surgical spirit 
and applying a counter-irritant dose of ultraviolet light. 
After this, it is swabbed with a 1 in 1000 solution of 
biniodide of mercury in acetone. The skin is then 
immobilised with elastic adhesive bandage, leaving a 
window over the pointing area of the carbuncle. This 
allows purulent matter to discharge freely and prevents 
its contact with the neighbouring skin and infection of 
surrounding hair-follicles. Short-wave treatment is 
applied twice daily followed by occasional £ 4 doses of 
ultraviolet rays when the slough separates, Dry dressings 
are applied regularly over the exposed part of the 
carbuncle, 

As an indication of the value of this combined surgical 
and physical treatment compared with surgical treatment 
alone, one type of lesion—paronychiz of the hand digits— 
was singled out for investigation. The condition was 
sufficiently prevalent to provide significant numbers for 
both experiment and control, and allowed of easy 
objective assessment. 


Method 


One of us (M. G. C.) for a period of six months saw 
all the cases of acute paronychia of hand digits in the 
hand clinic of the casualty department. Patients who 
were suspected of having pus under the base of the nail 
were treated by wedge incisions of the nail-bed angles, 
combined with total nail removal under digital-block 
anesthesia (Rodney Smith 1954). 

Immediately postoperatively the nail-bed was dressed 
with tulle gras and covered with gauze and wool, and 
the arm was placed in a sling. Each patient was 
inspected the following day by M. G. C. and referred for 
treatment to the department of physical medicine. Here, 
treatment consisting of short-wave-diathermy heating 
was applied twice daily for periods of about ten minutes, 
starting about twenty-four hours after the initial opera- 
tion. Local applications of ultraviolet radiation in E 3 
and £4 doses were given by means of the Kromayer 
lamp every other day. Where infection was severe, the 
open area was dusted with 2% aureomycin in kK 285 
starch-powder. Sterile tulle-gras dressings were reapplied 


daily. The patients were discharged by one of us 
(M. G. C.) when the surface was dry and the patient 


considered fit for work without a dressing. 118 patients 
over 14 years of age, and 23 children aged 13 years or 
less, were treated by this combined routine. 

As a control series, 33 consecutive patients aged 
14 years or more were submitted to the surgical routine 
already described without receiving any physical treat- 
ment. They were re-dressed the following day with 1 
in 1000 solution of proflavine hemisulphate and thereafter 
seen at intervals of two to three days when similar 
dressings were applied until the wound had healed and 
the patient was fit for work. 

Cases of acute paronychia complicated by adenitis or 
lymphangitis were not included in this investigation 
since they were given, concurrently, systemic antibiotic 
therapy. 

Results 


30 patients over 14 years of age (group A) treated by 
combined surgery and physical methods alone were 
discharged after an average time of 4-3 days. 

88 patients over 14 years of age (group B) with more 
severe sepsis, necessitating the local application of starch- 
powder containing 2% aureomycin, treated by combined 
surgery and phy: sical methods were discharged after an 
average time of 5-3 days. 

23 children aged 13 or less (group C) treated by com- 
bined surgery, physical methods, and local application 
of starch-powder containing 2% aureomycin were 


discharged after an average of 4-1 days. 
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without local aureomycin powder. 


B, 88 patients, aged 14 or over, submitted to combined surgical and physical treatment, 


with local aureomycin powder. 


C, 23 patients, aged 13 or less, submitted to combined surgical and physical treatment, 


with local aureomycin powder, 


D, 33 patients, aged 14 or over, treated by surgery and proflavine dressings only. 


The control series of 33 patients over 14 years of age 
(group D) treated by surgery and proflavine dressings 
were discharged after an average of 8-0 days. 

These results are summarised in the accompanying 
table and figure. 


Discussion 


Patients treated by combined surgery and physical 
treatment (groups A-C) were discharged, on an average, 
three days before the group treated by surgery and 
proflavine dressings alone (group D). This confirms our 
clinical impression that in all types of superficial sepsis 
treated by combined surgery and physical methods, the 
results compared very favourably with treatment by 
surgical routines alone, in regard to speed of resolution 
of the lesions. In the largest group (B) of 88 adult 
patients treated with combined surgical and physical 
treatment and application of starch-powder containing 
2% aureomycin, the average time of 5-3 days is longer 
than that for the group (A) of 30 adult patients treated 
in the same way but without local application of the 
powder. We feel that the probable explanation of this 
slight difference was that the group B were more severely 
infected locally, with much pus present, and the 
aureomycin powder was used for this reason. 

The small group (C) of 23 children had very rapid 
resolution after surgery and physical treatment, some 
being discharged after two or three days. The favourable 
factor in such cases is almost certainly the small area of 
the nail-bed involved, even though the young age-group 
tended to soil dressings and the wound area to a much 
greater extent than did adults. 

The results indicate that, in cases of acute paronychia 
of the hand digits, treatment by surgery combined with 
physical methods leads to more rapid resolution of the 
lesion, and earlier return to normal work. 


RESULTS OF TREATMENT OF PARONYCHIA 


L Average 
4 No. Nail s.w.p. Local aureo- 

Group (yr.) of remov- twice U.Y. mycin discharge 

patients ed daily light powder 
A 4 + 30 Yes Yes Yes No 4°3 
B 14 &8 Yes Yes Yes Yes 5-3 
c 13 or le ss 23 Yes Yes Yes Yes 41 
D 14 + 33 Yes No No No 8-0 


8.W.D. = short-wave diathermy. 
U.Vv. = ultraviolet. 


Y 


2 2 ¢ 6 8 10 12 2 4 6 86 10 12 14 
DAYS BEFORE DISCHARGE 
Time before discharge of patients with paronychia : 
A, 30 patients, aged 14 or over, submitted to combined surgical and physical treatment, 


Summary 
D 141 consecutive 
eases of paronychia 


, of the hand digits 
were treated by 
surgical removal of 
the nail combined 
with subsequent treat- 
ment by physical 
methods. 

A control group of 
33 consecutive cases 
were treated by surgi- 
cal removal of the 
nail only and dressings 
of 1 in 1000 proflavine 
hemisulphate. 

In the combined- 
treatment group there 
was an average saving 
of three days in time 
of disability before 
discharge without 
dressings and fit for 
work. 

Our thanks are due to Mr. R. H. Boggon, consultant in 
charge of the casualty department, St. Thomas’s Hospital, 
for permission to report these cases; and to the physio- 
therapy staff who treated ‘the majority of patients in this 
series. 
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WE have previously reported our experiences with 
long-term oxytetracycline (terramycin) in advauced 
chronic respiratory infections (Helm et al. 1954). We 
describe here the later progress of these patients. 


Results 


Ohronie Staphylococcal Bronchopneumonia 

Case A.—This 4-year-old girl with fibrocystic disease of 
the pancreas and staphylococcal bronchopneumonia remained 
greatly improved and led a normal life while oxytetracycline 
was administered but relapsed rapidly when administration 
was interrupted. Her condition was maintained for nearly 
3 years, but towards the end of this time resistant staphylo- 
cocci began to appear in increasing numbers in her sputum ; 
and, although the antibiotic still appeared to be essential for 
her survival, her condition began to deteriorate with recurrent 
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Ultimately there was no response to bigger 


acute episodes. 
The diagnosis 


doses, and she died after 3 years’ treatment. 
was confirmed at necropsy. 


Chronic Bronchitis 

Case B.—A housewife, aged 41, with increasingly severe 
bronchitis for 18 years, each intercurrent infection causing 
many weeks of great incapacity, showed an excellent response 
to oxytetracycline, with greatly reduced cough and dyspnea. 
Her sputum, which had amounted to 4 oz. daily, was reduced 
to 1/,-1 oz. ; she felt much better generally and gained 8 lb. 
in weight. Upper respiratory infections rarely necessitated 
bed rest or caused much incapacity. She remains greatly 
improved, having continued the treatment for 2'/, years 
with doses varying from 1 to 3 g. daily. Hamophilus 
influenze was last recovered from her sputum after 1'/, 
years’ treatment when it remained sensitive to oxytetra- 
cycline. The sputum now persistently contains Proteus vul- 
garis, which seems to have no adverse effect on the patient’s 
condition. 


Case C.—A policeman, aged 51, with increasingly severe 
bronchitis for 5 years was admitted to hospital extremely ill 
and in heart-failure. He made a dramatic recovery on 
oxytetracycline and was able to return to duty for 2 years 
and thus to qualify for his pension. He has been less breath- 
less, and his sputum has been reduced from 2 oz. to less 
than 1 oz. daily. His general condition has remained much 
improved, and his weight is 2 stone greater than before 
treatment. He has had one period of 3 weeks in bed following 
an upper respiratory infection, but his general improvement 
has been maintained for 25/, years to the present time on 
continued oxytetracycline, the dose varying from 1 to 3 g. 
daily. H. influenze has been obtained intermittently from 
his sputum, and on the last occasion, after 2'/, years’ treatment, 
t remained sensitive to the antibiotic. 


Seven other patients were still receiving oxytetracycline 
at the time of the last report (Helm et al. 1954). Treat- 
ment was discontinued in four of these for the reasons 
set out in the accompanying table. In two of the other 
three patients improvement has been maintained up to 
the present time. 

One, who was originally admitted to hospital acutely ill 
with heart-failure, has had two further but less severe episodes 
of failure while administration of the antibiotic has been 
continued for 2'/, years. Although his improvement has been 
least distinct of all in this group he has been able to lead a 
normal quiet retired life, and his condition has deteriorated 
when attempts have been made to stop treatment. His 
sputum has remained reduced from 2 oz. to 1 oz. daily, 


RESULTS OF TREATMENT OF THIRTY-EIGHT PATIENTS WITH 


OXYTETRACYCLINE 
No. No. 
remain- remain 
ing on ing on 
treat- treat- 


| Reason for abandoning 
| treatment in others 
| 


Diagnosis No. ment ment 
at time with 
of last benefit to 
report | present | 
(1954) time | 
Chronic 1 1 0 | Died after 3 years’ treat- 
staphylococcal (30mos.) ment 
broncho- | 
pneumonia | 
Bronchitis 17 ot) 5 2 patients responded well 
(7-20 (1"/_-2*/, but treatment was stopped 
mos.) yr.) | inorder to obtain an auto- 
genous vaccine. 1 patient 
responded well but had 
| recurrent diarrhea and 
| treatment ultimately had 
to be stopped. 1 patient 
| had relatively slight bene- 
| fit and treatment was 
| therefore stopped 
Infective 13 0 
asthma 
Bronchiectasis 7 1 3 1 patient had relatively 
(6-8 yr.) slight benefit and treat- 
mos.) ment was stopped 
Total 38 4 8 | 


and H. influenze was last isolated from it after a year’s 
treatment, when the organism remained sensitive to oxy- 
tetracycline. 

Another patient, also admitted in heart-failure, has con- 
tinued to take 0-5 g. of oxytetracycline twice daily for 
20 months. His sputum volume was reduced early from 
4 oz. to 2 oz. daily, and it bas remained consistently at this 
level. It has been mucoid since the first week of treatment, 
and H. influenze has not been found since then. This patient 
feels very well generally, but he is compelled to lead a sedentary 
life owing to the breathlessness resulting from his severe 
emphysema. 

The third patient still receiving oxytetracycline responded 
well initially to 1 g. three timesaday. His sputum, previously 
mucopurulent for years, became mucoid within a week, and 
its volume was reduced from 3 oz. to 1 oz. daily. He continued 
satisfactorily for 9 months on a maintenance dose of 0-5 g. 
twice daily, but unfortunately the treatment was inadvertently 
stopped at this time. Within a fortnight pus had returned 
to the sputum, the daily volume of which rose to 2-3 oz. 
Oxytetracycline therapy was re-started, but, although he 
has improved again to some extent, he has never regained 
the condition he had reached before the treatment was 
stopped. His sputum is still mucopurulent and amounts to 
about 3 oz. daily after a further 10 months’ treatment. It 
contains many H. influenze, which are resistant to oxytetra- 
cycline. 


Bronchiectasis 

Four patients with bronchiectasis were continuing 
treatment at the time of the last report (Helm et al. 
1954). In one the benefit was relatively slight, and 
oxytetracycline was stopped with the object of sub- 
stituting treatment with an autogenous vaccine. The 
other three have maintained their improvement in a 
remarkable way to the present time. All had up to 
4 oz. daily of mucopurulent sputum, which has been 
reduced to 1 oz. or less and is mucoid in each case. All 
patients have gained weight. 

One, a schoolmistress, is especially glad to have greatly 
reduced cough and sputum. She had an attack of asthma 
—the first for years—soon after starting oxytetracycline, but 
this responded to routine treatment and there has been no 
recurrence. H. influenze was isolated once during treatment 
(after 10 months) from this patient’s sputum, but sensitivity 
tests were not carried out. 


No pus or H. influenz@ have been found in the sputum 
of either of the other two patients at any time since 
treatment began. One persistently harbours Pseudomonas 
pyocyanea, which apparently has no adverse effect on 
the patient. Both have less breathlessness, and one 
maintains that she has ‘* not felt so well for 20 years.” 


TOXIC EFFECTS 


Diarrhea has been the only side-effect encountered, 
but in only one patient was it so severe that oxytetra- 
eyeline had to be discontinued. Liver-function tests 
have been carried out on five patients, but in each they 
have remained normal. These findings have been con- 
firmed in other patients treated in the same way but 
not included in the present series. One of these died in 
heart-failure after a year’s treatment with oxytetracycline. 
At necropsy there were changes in the liver typical of 
congestive cardiac failure but no evidence of any toxic 
effect of the antibiotic. 


Discussion 


At the beginning of this investigation (Helm et al. 
1954) thirty-eight patients were started on oxytetra- 
cycline therapy (one with chronic staphylococcal broncho- 
pneumonia, seventeen with chronic bronchitis, thirteen 
with infective asthma, seven with bronchiectasis). Of 
these, eleven of the asthmatics were considered not to 
have a true infection, so twenty-seven infected patients 
remained. A good early response to oxytetracycline was 
obtained in twenty-four patients, but for various reasons 
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treatment could only be continued in fourteen (one with 
chronic staphylococcal bronchopneumonia, nine with 
chronic bronchitis, four with bronchiectasis). These are 
the patients whose subsequent course is reported here. 
Only eight are still receiving the antibiotic, the duration 
of treatment ranging from 2*/, to l'/, years. In two 
other bronchitics, although progress was favourable, 
treatment was stopped in an attempt to prepare an 
autogenous vaccine. 


The ultimate death of the child with fibrocystic 
disease of the pancreas was presumably inevitable, 
since the staphylococcus fairly readily becomes resist- 
ant to antibiotics. Nevertheless it does seem that 
her life was prolonged for some 3 years by continuous 
oxytetracycline. 


As regards the patients with chronic bronchitis and 
bronchiectasis, the original infecting organism was known 
to be H. influenza in each instance. Unfortunately, 
regular accurate estimates of the sensitivity of these 
organisms to oxytetracycline were not made, but such 
information as we have indicates that resistance does not 
develop rapidly. It is of considerable interest that one 
patient with bronchitis, whose response had been highly 
satisfactory for nine months, relapsed rapidly after a 
fortnight’s interruption of treatment and subsequently 
failed to respond as well. In this case a strain of 
H. influenza isolated after a further 10 months’ treatment 
was resistant to oxytetracycline. From observations on 
other patients not included in this series, we have the 
impression that it is often more difficult to obtain a 
satisfactory response if treatment is interrupted in this 
way than if it is continued without a break. In addition, 
as in the patient mentioned, we have seen others whose 
infection relapsed rapidly when therapy was discontinued, 
even if it had previously been given for many months. 
This accords with the observations of Knox et al. (1955) 
in patients treated for several months with antibiotics 
administered by aerosol. These relapses are perhaps not 
surprising since H. influenze was isolated on occasion 
from several of our patients during chemotherapy, 
indicating that the infection was not eradicated but 
merely suppressed. 

It is probable that the maintained benefit in these 
patients is due not only to the suppression of H. influenza 
but also to the prevention of recurrent acute pneumo- 
coceal infections, which are so common in the absence 
of chemotherapy. -In no instance in this series have 
pneumococci been isolated from the sputum of patients 
while on treatment, and, since this organism appears 
unlikely to develop resistance, it is reasonable to hope 
that this effect at least may remain so long as treatment 
is continued. 

Although we feel that deterioration probably will occur 
ultimately, owing to development of resistant strains of 
H. influenzae, this has not yet occurred definitely in any 
case where treatment has been maintained without 
interruption. How long treatment can be continued 
with benefit is still therefore a matter for conjecture and 
will probably be found to be variable and unpredictable. 
There is no doubt, however, that some patients are greatly 
benefited for long periods. 


Summary 

A follow-up report is described of patients receiving 
long-term treatment with oxytetracycline for chronic 
non-tuberculous respiratory infections. 

Eight patients have remained on treatment with benefit 
to the present time for periods ranging from 2°/, to 1'/, 
years. 
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Tue theoretical basis for the operation described here 
is derived from embryological observations on the 
common origin of the peritoneum, the uterine tube, and 
the ovary. The procedure consists of making an opening 
in the uterus, lining this opening with peritoneum, and 
utilising 
the round 
ligament 
and local 
peritoneal 
tissue in 
the con- 
struction 
of the tube. 


Technique 

The peri- 
toneal 
cavity is 
entered 
through a 
median 
sub um bili- 
cal incision. 
The ovary, 
round liga- 
ment, and 
ovarian 
ligament 
On both gig. peritoneal flaps raised around reamed aper- 
sides are ure in uterus: R, round ligament ; Ov, ovary. 
identified, 
and the uterus is pulled up. 

With a Green-Armytage reamer (9 mm.) an opening is 
made into the uterine cavity at the site of the interstitial 
part of the tube ; two flaps of peritoneum are fashioned 
from the anterior and posterior aspects of the uterus 
around the 
reamed aper- 
ture (fig. 1). 
The free 
margins of 
these flaps 
are trans- 
fixed with a 
fine suture of 
00 chromic 
eatgut and, 
Sturmdorf 
technique, 
the peri- 
toneal flaps 
are drawn 
towards the 
uterine cav- 
ity, thereby 
providing a 
peritoneal 
lining for 
the aperture 
reamed in 


Fig. 2—Margin of one flap transfixed. 
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Fig. 3—Polyethylene cord passed into uterus through 
peritoneal lined opening: p, polyethylene cord ; 


pelvic lig: cord. 


the uterine wall (fig. 2). The cornu of the other 
side is reamed and peritonised in the same way. 
Polyethylene cord 2 mm. in diameter is passed into the 
uterine cavity through the artificial aperture (fig. 3). 
The free ends of the polyethylene cord are sutured to the 
infundibulo-pelvie ligament near the ovaries. A _peri- 
toneal channel is made around the polyethylene cord on 
each side, where it emerges from the uterine aperture, 
for 3-4 em. by a suture of continuous 00 chromic catgut ; 
in this way the round ligament is oversewn by a fold of 
broad ligament to enclose the polyethylene cord (fig. 4). 

Where an ovary has previously been removed the 
operation is done on one side only, and the uterine end 
of the polyethylene cord is brought through the cervix. 
The polyethylene cord is left in situ for 90 days. The 
patient is given vitamin C 200 mg. t.d.s. for 6 weeks 
before the operation and antibiotics cover for 90 days 
afterwards. 

Discussion 


Surgical methods for treating occlusion of the uterine 
tube have been reviewed and discussed by Siegler and 
Hellman (1956) and Greenhill (1956). The methods used 
have been mainly either partial reconstructive plastic 
techniques (Szendi 1953, Jarvinin 1954) or tubo-uterine 
implantation (Green-Armytage 1952). More recently 
transplantation methods have been tried, with either 
amnionic membrane (Ten Berge and Tik Lok 1954) or, 
experimentally in dogs, segments of vein or artery 
(Davids and Bellwin 1954). Foreign material—e.g., 
polyethylene tubing and membrane—have also been 
used (Mulligan et al. 1953). 

There are some objections to the use of transplantation 
methods mainly because of tissue reactions; to some 
extent the same objection might be raised in the case of 
foreign substances such as polyethylene. There exist 
also the uncertain effects of such synthetic materials in 
the special circumstances of fertilisation and cleavage in 
the uterine tube. 

The present operation, which has been devised to 
circumvent these difficulties, is based on the fact that 
the ovarian germinal epithelium and the peritoneum both 
have their origin in the ceelomie epithelium of the young 
embryo (the uterine tube also is closely related develop- 
mentally to the coelomic epithelium, since it arises by 
infolding of this membrane). Therefore there is a rational 
basis for reconstructing a uterine tube from peritoneal 
epithelium. 

Oversewing the round ligament into the wall of the 
reconstructed tube is designed to assist the transport of 
the ovum, which is mainly effected by the activity of the 
uterus. Together with the uterine tube, the uterus and 


ORIGINAL ARTICLES 


Fig. 4—Polyethylene cord enclosed in peritoneal channel by 
continuous suture over round ligament : p, polyethylene 
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round ligaments 
undergo contractions 
at ovulation, and it 
is presumed that, at 
this time and at sub- 
sequent fertilisation, 
muscular  contrac- 
tions of these struc- 
tures continue 
whether or not a 
uterine tube is pres- 
ent. The lack of cilia 
in the reconstructed 
tube is of lesser 
importance since the 
uterine tube is nor- 
mally incompletely 
ciliated; transport- 
ation of the ovum is 
almost certainly 
effected normally by 
muscular activity of 
the tube And uterus. 

Where less extensive reconstruction is required, the 
same principle could be applied by a simple modification 
of technique. So far partial reconstruction according to 
this principle has not been described. 


Summary 

A total plastic reconstruction of the uterine tube from 
local peritoneal tissue is described, and the theoretical 
basis for the operation is outlined. 

The operation consists of oversewing the round 
ligament with broad-ligament peritoneum over a former 
of polyethylene cord; a new interstitial section and 
uterine ostium are reamed and lined by metrial peri- 
toneum. 

Four operations have been done using this technique. 

Where complete replacement of the tube is not required, 
a simple modification using the same principle may be 
tried. 
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Numerous histological classifications of bronchial 
carcinoma have been suggested. These have often been 
based upon absurdly few cases; but Barnard (1938) 
and Bryson and Spencer (1951) classified a large amount of 
necropsy material. 

At this laboratory we have for the past four years 
classified lung cancer in the manner described by Walter 
and Pryce (1955) and find this to be satisfactory from 
the point of view of the histologist, but during an investi- 
gation into the possible relationships between blood- 
groups and cancer it became obvious that a more precise 
technique of classification was needed, 

Most workers recognise three types of lung cancer— 
the oat-cell, the squamous-cell, and the adenocarcinoma 
—although not always by these names. There remains in 
all series a residue of *‘ mixed,” large-cell,’’ polygonal. 
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CLASSIFICATION OF CARCINOMA OF BRONCHUS 


Present series 
Bryson Walter (171 cases) 
and and 
Source Spencer Pryce 
(866 (159 Corrected 
cases) cases) Initial for mucin 
production 


Oat-cell (%) De 36- 


6-0 37-1 35-7 35-7 

Adenocarcinoma %).. 49 28-3 22-8 

Squamous cell (%) 6-9 20-1 27-5 27:5 

Squamoid (%) 11-2 Nil Nil Nil 

Polygonal cel) (%) 40-2 10-7 21-0 14-0 
Rejected (poor histology, 

&e.) (%) 0-8 3-8 Nil Nil 


cell,’ or ‘‘ squamoid ’’ cancers. The term ‘* squamoid ”’ 
was used by Bryson and Spencer and is admirably 
descriptive ; they used the term ‘ polygonal’’ for the 
residue of undifferentiated carcinomas. 

We eliminated the ‘* squamoid’’ group and included 
all non-differentiated cancers in the polygonal-cell group. 
It is obvious that this group must include anaplastic 
squamous cell and anaplastic adenocarcinomas, and we 
therefore tried to reduce the proportion of growths 
classified as ‘‘ polygonal-cell’’? by demonstrating criteria 
by which they might be allocated to the squamous-cell 
or adenocarcinoma groups. 

Variability of cell type is a feature of lung cancer 
(Willis 1948) and may be caused by metaplasia, which 
occurs commonly in adenocarcinomas and occasionally 
in oat-cell tumours; it must be distinguished from 
differentiation in a predominantly anaplastic carcinoma. 
Areas of squamous metaplasia are common in small 
bronchi which are chronically inflamed and such bronchi 
may be included in the growth. It is also possible that, 
in some instances, a genuine mixed tumour results from 
the fusion of foci of differing cell types ; we encountered 
1 tumour of this nature in which large areas of squamous 
and oat-cell carcinomas were mixed. Cancer cells, of 
whatever type, often have a tendency to line spaces, and 
the lung alveoli provide an excellent basis for this 
pseudo-adenomatous extension. This, however, is not 
true tubule formation, and such tumours are not neces- 
sarily adenocarcinomas. 

Our initial classification was : 

(1) Squamous-cell carcinoma: “ prickles*’ or keratin 
demonstrated ; no oat-cell or tubular growth. 

(2) Adenocarcinoma : true tubular and mucinous cancers. 

(3) Oat-cell carcinoma: there is no difficulty about these, 
although, as well illustrated by Walter and Pryce (1955), half 
of them contain characteristic tubular structures. 

(4) Polygonal-cell carcinoma: these form a large residue 
and have none of the above characteristics, 

The material analysed was obtained from necropsies ; 
some of the growths were small and were studied by 
serial or interrupted serial sections. The study of 
secondary tumours, when present, shed some light in 
doubtful cases. The results are shown in the accompany- 
ing table; so far as the oat-cell growths are concerned, 
our figures closely agree with those of Bryson and 
Spencer and Walter and Pryce. Certain factors undoubt- 
edly influence the figures (e.g., cases considered operable 
were transferred elsewhere), but, allowing for these, there 
is still disagreement between the figures for the polygonal- 
cell group : in the initial classification of our series, 21% 
of the carcinomas were of the polygonal-cell type, as 
compared with 40-2% recorded by Bryson and Spencer 
and 10-7% recorded by Walter and Pryce. Our figures 
for polygonal-cell carcinoma were undoubtedly raised by 
the discovery at necropsy of a number of small, unsus- 
pected growths associated with lung scars (Raeburn 
and Spencer 1953); but polygonal ”’ is another way of 
saying ‘‘ unclassified,’ and it is therefore desirable to 
diminish this group by any legitimate means. 

Sections of all the tumours and of their secondary 
deposits in the polygonal-cell group were stained for 
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mucin; of the 36 tumours examined, 12 contained 
mucin and were therefore considered to be adenocarcin- 
omas. In 10 cases there was copious mucin production ; 
in the remaining 2, careful search revealed mucinous 
areas. A number of these tumours contained occasional 
small, cubical, strongly mucinous cells (unicellular rem- 
nants of destroyed mucous glands) which were easily 
distinguishable from carcinoma cells. 1 tumour which 
contained mucin in most of its cells looked very like 
a squamous-cell carcinoma although true squamous 
characteristics were absent. 

The corrected figures for the present series, after the 
growths had been stained for mucin and those containing 
mucin had been transferred to the adenocarcinoma 
group, are also shown in the table ; the corrected figure 
for adenocarcinomas rose from 15-8 to 22-8%, and those 
for polygonal-cell carcinomas fell from 21 to 14%. 


Summary 


Mucin can be demonstrated in some ‘* polygonal-cell ”’ 
carcinomas of the bronchus. These growths should be 
regarded as adenocarcinomas, and the residue of unclassi- 
fied cancers will thus be diminished. 

This work was aided by a grant from the British Empire 
Cancer Campaign. 
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ARTIFICIAL SPONGES IN SURGERY 


Bryan WILLIAMS 
M.D. Edin., F.R.C.8.E., F.R.C.0.G. 
SENIOR OBSTETRICIAN AND GYNZCOLOGIST, MIDDLESBROUGH 
MATERNITY AND NORTH ORMESBY HOSPITALS, YORKS 

“Only those surgeons who have operated without gloves and 
with soft marine sponges instead of gauze swabs can have enjoyed 
the pure delight of operating.”—Grey Turner (1943). 

For some time I have been using artificial sponges in 
obstetrical and gynecological work. They are cellulose 
sponges mace from wood pulp by th» viscos» proc ss 
and marketed under the name ‘Spontex.’ When 
moistened they are soft, and they are highly absorbent. 
They can be easily washed after use and stand repeated 
boiling and autoclaving. Tests made by Dr. R. Blowers, 
director of the Public Health Laboratory (Medical 
Research Council), Middlesbrough, show that after 
autoclaving they are sterile both on aerobic and anaerobic 
culture. The material can be cut quite easily when dry, 
and various sizes of sponge have been tried. It has been 
found convenient to use a large size, about 3'/, x 
21/, x 1'/, in., which will absorb about 4 oz. of water, 
and a smaller oblong size which can be held in a sponge 
forceps. 

A great advantage of using these sponges lies in the 
resulting simplification of the swab count. It is possible 
to do a cesarean section with only four large sponges in 
addition to the gauze ones used for skin preparation and 
the baby. The intraperitoneal part of a hysterectomy can 
be done with four small swabs; and the repair of the 
perineum or an episiotomy after delivery, which often 
needs the use of a considerable amount of gauze or wool 
if there is much bleeding, can be done with one or two 
small ones. 

Another advantage of using the larger sponges is that, 
owing to their absorbing power, they are very effective 
in removing large amounts of fluid if a sucker is not 
available. Probably the regular use of such sponges in 
surgery would be an economy, because gauze is an 
expensive item in hospital budgets and may account for 
a third of the total cost of all dressings. These sponges 
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will stand up to much wear if they are squeezed and not 
wrung out. The work of the nurses is also decreased 
because the washing of many packs is avoided. 

Disadvantages of these sponges are that they are 
somewhat bulky, blunt dissection is not so easy as with 
gauze, and they may get covered with a layer of fibrin 
during operations unless frequently washed. Nevertheless 
I believe that the virtues of these sponges make them 
worthy of a more extended trial in surgery. 

I am indebted to the manufacturers, Messrs. Sponcel Ltd., 
40, Chancery Lane, London, W.C.2, for their help with this 
trial. They are willing to supply any size required. 
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PREVENTION OF STREPTOMYCIN 
DERMATITIS IN NURSES 


Gwyn HoweE.is 
M.D. Lond., M.R.C.P. 


ASSISTANT CHEST PHYSICIAN, DERBY 


Contact dermatitis in persons handling streptomycin 
was reported by the Council on Pharmacy and Chemistry 
(1947), and by Rauchwerger et al. (1948) who described 
6 cases in nurses. Crofton and Foreman (1948) reported 
4 cases of dermatitis in about 80 nurses handling strepto- 
mycin in the early trials made by the Medical Research 
Council. 

The Ministry of Health (1953a) estimated the preva- 
lence of sensitisation in handling antibiotics to be as 
high as 3-5%. By far the largest number of the nurses 
were sensitive to streptomycin, and most of the remainder 
to penicillin ; 188 cases of streptomycin sensitivity were 
reported from 146 centres. 

Anyone concerned in the manufacture, preparation, 
or other handling of streptomycin may develop sensitivity, 
but by far the highest incidence is in nurses. The 
greatest risk seems to be to those preparing and injecting 
the solution. 

The main use of streptomycin being in the treatment 
of pulmonary tuberculosis, the largest number of injec- 
tions is given in chest hospitals and sanatoria. Since the 
modern tendency is to give streptomycin for increasingly 
long periods, any sanatorium or district nurse may be 
called on to give a very large number of injections. 

So far as nurses are concerned, the problem falls into 
two parts: the avoidance of sensitisation and the 
protection of the sensitised. 

The Ministry of Health (1953a) lists thirteen possible 
precautions or variants of precautions in giving the 
drug. At the same time the Ministry of Health (1953b) 
issued advice by an expert committee on the prevention 
of skin reactions. These precautions can be summed up 
by saying that a strict and rigorous drill is essential to 
those administering antibiotics, from the preparation of 
the dose through the injection to the final disposal of 
the utensils. It was, however, reported that despite 
adherence to the most careful technique and the wearing 
of gown, cap, and mask, nurses had still become sensitised. 
The British Medical Journal (1953) described these 
precautions as inadequate and suggested additional 
measures, including the exclusion of anyone with a 
history of allergy or dermatitis, the preparation of 
injection solutions in a central department, and the 
delegation of the task of preparing and administering 
streptomycin to one or two nurses in each ward. The 
last-named recommendation, though it would reduce the 
general risk, would increase that of nurses selected for 
the duty. 

The sensitised are at an unfortunate disadvantage 
professionally and _ possibly clinically. The nurse, 
particularly in a sanatorium, who cannot give strepto- 
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mycin is handicapped in her profession and provides an 
administrative problem in hospitals already short of 
staff. In addition her health may be endangered if she 
later needs streptomycin for herself as a patient. #A 
further danger is that sensitisation to one antibiotic is 
often associated with sensitisation to another. Some of 
those whose reactions have been mild have been able to 
return to giving injections, but many have been per- 
manently unable to do so. Crofton (1953) succeeded in 
desensitising 2 nurses but says that to do this may take 
several months and produce minor reactions. According 
to the Ministry of Health (1953) other workers have had 
less success. Apart from removing the patient from the 
contaminating substance no other treatment is curative. 


Method 

I have found that sensitisation can be avoided if 
streptomycin is injected from cartridges by what may 
be described as a ‘‘ no-touch’”’ technique because there 
is little risk of the handlers coming into contact with the 
streptomycin, which is contained in a glass cylinder 
sealed at each end with rubber. The rubber at one end 
acts as the plunger, and the other end is pierged by the 
dummy needle on the inside of a ‘ Mitrex’ syringe, an 
all-metal syringe similar in principle to a dental syringe 
and separable into its component parts and _ easily 
sterilisable. The only parts of the apparatus that come 
into contact with the streptomycin solution are the 
dummy needle and the needle through which the injection 
is given. The nurse who prepares and measures the dose 
is exposed only to the risk of disposing of the needle and 
one small part of the metal syringe. 


Case-reports 

Case 1.—A male nurse, aged 40, had a previous history of 
unspecified dermatitis in childhood but no skin complaints 
or allergy since. He had first given streptomycin in 1948 
and had had symptoms of sensitivity three days after his first 
contact, by which time he had given only five or six injections. 
He developed severe cireumorbital cedema and an irritating 
erythematous rash which affected his hands severely and his 
forearms slightly. His fingers became cdematous, and the 
rash progressed to vesiculation and desquamation. He was 
ill for about three weeks. Over the next few years he made 
repeated efforts to give streptomycin but always had a return 
of symptoms despite the most stringent care. His condition 
became such that he ‘‘ dared not go into a room while an 
injection was being prepared or given.’’ He was not sensitive 
to other antibiotics. 

Since August, 1955, using cartridges, he has been able to 
give twenty injections of streptomycin daily without incurring 
any reactions. During this time he once attempted to give 
streptomycin by the usual method but underwent his usual 
reaction to it. 


Case 2.—A female nurse, aged 35, first started giving 
streptomycin in mid-1948. She had no previous history of 
either skin disease or allergic complaint. In various hospitals 
and centres she gave large amounts of streptomycin but had 
no reactions until July, 1953. She said she had become over- 
confident in handling streptomycin and, in particular, was 
careless in expelling the excess of any dose into the air and in 
handling syringes when putting them into the steriliser after 
use. Her reaction was striking, with severe circumorbital 
cedema and catarrhal conjunctivitis ; a generalised erythema- 
tous rash (on the first occasion it was suspected of being 
measles) ; malaise ; and pyrexia up to 103°F lasting a week. 
The rash on her forearms and hands vesiculated, finally 
became eczematous, and remained for three months, although 
the rash elsewhere on her body cleared within two weeks. 
She was off duty for four months. 

In the latter part of her convalescence she was given an 
intradermal test ** involving the injection of a small amount 
of streptomycin.’ This produced not only a large weal and 
flare but also a mild recrudescence of the rash. 

After recovery an attempt was begun by a dermatologist 
to desensitise her, but she refused to continue with this 
because the first and second injections produced itching of 
the skin and she was afraid of a relapse. She made two sub- 
sequent attempts to give streptomycin but on each occasion, 
after five or six injections, had a reaction. 
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She also became mildly sensitive to penicillin in 1954 and 
had ceased giving this. 

From October, 1955, she has injected streptomycin from the 
cartridges, giving up to 20 g. daily with no untoward effects. 


Discussion 


In these 2 cases the clinical picture was that of contact 
dermatitis due to streptomycin. In published cases the 
most common sites have been hands, arms, face, eyes, 
and eyelids, in that order. Case 2, with an interval of 
five years before sensitisation, shows clearly that long 
periods without trouble from handling streptomycin do 
not necessarily signify immunity, and is in striking 
contrast to case 1, who became sensitive on first contact. 
Previously published cases have also shown widely vary- 
ing intervals, from first contact to five years, before 
sensitisation. 

It cannot be claimed, on the basis of only 2 cases, 
that the incidence of streptomycin sensitivity could be 
very greatly reduced, but the present cases seem to suggest 
that this may be so and that it would be advisable to 
conduct further trials, particularly on the already 
sensitised. Then, if it is confirmed that sensitised nurses 
can continue to give injections by this method, the 
method should also be used to prevent contact sensitivity. 
Care, however, should be taken that the ease of this 
method does not lull nurses into neglecting the aseptic 
precautions that should accompany the injection of 
antibiotics. 

Summary 

A “no-touch”’ technique for injecting streptomycin 
from prepared cartridges is described. 

2 nurses with streptomycin dermatitis were enabled 
by this technique to return to giving streptomycin. 

Streptomycin sensitivity is a serious handicap and a 
possible danger to nurses, and the cartridge method of 
injection should be used to prevent contact sensitivity 
and enable those sensitised to use streptomycin again. 

The sterile cartridges (‘ Viules’) containing streptomycin 
were supplied by Boots Pure Drug Co. Ltd. 
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HUMIDIFIER FOR USE WITH 
TRACHEOTOMY AND POSITIVE-PRESSURE 
RESPIRATION 
R. V. WALLEY 
B.A., M.B. Camb. 

ASSISTANT MEDICAL OFFICER, HAM GREEN HOSPITAL, BRISTOL 

WHEN artificial respiration is applied by positive- 
pressure inflation of the lungs with a cuffed tube inserted 
through a tracheotomy stoma, the normal humidifying 
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Fig. |—Humidifying cartridge : to patient; 


d, rubber seal. 


a, 
inspiratory tube; c, expiratory tube ; 


and warming function of the nose and pharynx are 
by-passed. The nose and pharynx in a healthy person 
warm the air to body-temperature and humidifies it to 


98% saturation at that temperature (Perwitzschky 
1927). 
Experience with long-continued tracheotomy has 


shown that inhalation of air at room-temperature and 
humidity leads to crusting bronchial secretions. Humidi- 
fication is needed to prevent this. Marshall and Spalding 
(1953) have designed and used an apparatus which warms 
the inspired air to 35°C and humidifies it to 100° 
saturation at that temperature. This apparatus has an 
electrical heating coil and an adjustable thermostat. It 
is of substantial size. Since treatment with positive- 
pressure respiration already needs much complex equip- 
ment, it was thought something simpler and less bulky 
might suffice. 


Apparatus 


In view of the fact that the nose and pharynx present 
a large surface, warm and moist, to condition the inspired 
air, this humidifier was designed to incorporate these 
features. It consists of a cartridge containing a roll of 
silver-plated copper gauze fhrough which the patient 
breathes (fig. 1). The expired air, passing over the gauze, 
loses some of its heat and moisture, which are taken up 
by the inspired air. The cartridge, which is also warmed 
by contact with the body, is a cylinder of ‘ Perspex’ 
2-5 em. in internal diameter. The copper gauze has a 
mesh of 24 to the inch and is 45 em. long and 7-5—9-0 em. 
broad, the greatest width being used for patients needing 
large tidal volumes. The gauze is silver-plated to resist 
corrosion. Stainless steel would be more resistant but 
not so capable of holding heat. The gauze is rolled to be 
a tight fit in the cartridge. Ii can be easily taken out for 
cleaning, which may be required on alternate days, by 
pulling out the rubber seal which closes one end. The 
volume of the air enclosed by the apparatus is about 
38-45 c.cm. according to the size used. The humidifier 
has been used in conjunction with the Clevedon positive- 
pressure machine (Macrae et al. 1954), the small inspira- 
tory and large expiratory tubes being connected to one 
end of the cartridge. The other end, with the single 
outlet, is joingd by a plastic tube 5 cm. long to the cuffed 
endotracheal tube. The cartridge is strapped firmly to 
the skin in the right or left infraclavicular fossa. 

The performance of the apparatus was first tested by a 
healthy person breathing through the mouth with the 
nose closed by a clip. The performance was later tested 
with a patient being ventilated with a Clevedon positive- 
pressure respirator. 


Methods 


The water content of the inspired air was measured by 
drawing off 40-50 c.cm. throughout the length of each 
inspiration to a total of 4000 c.cm. from the endotracheal 
junction and absorbing the water with dehydrated 
calcium chloride, weighed before and after (Perwitzschky 
1927). 

Temperature was measured crudely by intermittently 
inserting a mercury thermometer into the inspired air- 
stream. The figures so obtained are likely to have been 
lower than the actual temperature. 

Pressure tracings (fig. 2) were taken with a drum and 
tambour. 


With gauze in place 


With gauze removed 


Fig. 2—Pressure tracings with gauze in place and with gauze removed. 
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Result 


The humidifier was first tested by mouth-breathing 
with a healthy person. With a room-temperature of 
18°C the temperature of the inspired air was 26—27°C. 
The water content was equivalent to a humidity of 70-80% 
saturation at body-temperature. Since this is equivalent 
to 130% saturation at 26°C it is likely that some of the 
water was in droplet form. 

The apparatus was then used in ventilating a very 
heavy man (about 120 kg.) who needed a tidal air of 
about 600 c.cem. With a room-temperature of 14°C the 
temperature of the inspired air was 24-25°C. The tem- 
perature of the expired air after passing out through the 
humidifier fell to 15°C. The water content of the inspired 
air was equivalent to a humidity of 70-80% saturation 
at body-temperature. The amount of water collecting 
in the expiratory tube after passing through the humidi- 
fier was very small. On one occasion it was collected for 
three hours and found to be 10 ml. 

The respiratory gas pressure at the endotracheal june- 
tion was recorded in this case with the humidifier in 
place complete and then with the gauze removed. There 
was no appreciable difference in the two curves. The 
relatively high pressure needed for the ventilation was 
normal for this patient and a consequence of his massive 
chest. 

This patient was successfully ventilated for nine weeks 
with the humidifier. Throughout this period his bronchial 
secretions were thin and easily aspirated. The humidifier 
was also used for 5 other patients, in 1 for nine weeks. 
In all cases the bronchial secretions remained thin. 


Discussion 
The water content of inspired air produced by this 
apparatus, equivalent to 70-80% saturation at bdédy- 
temperature, was considerable though short of the 
physiological figure. While this apparatus was being 
used, the bronchial secretions remained thin and were 
easily aspirated. The Danish originators of this technique 
of positive-pressure ventilation seem to have used 
methods of humidification which probably produced 
much lower humidity without harmful results in their 
very large series of cases. Probably a lower content than 
physiological is satisfactory. If this is so, the small size 
and simplicity of this apparatus are great advantages. 
Anchored firmly in the infraclavicular fossa it takes the 
weight of the inflating tubes and prevents them from 
pulling on the endotracheal tube. The small volume of 
air this apparatus encloses adds little to the work of the 
inflating pump. It is true that the volume must be 
included in the patient’s respiratory dead air space, but 
it is considerably less than the decrease in dead space 
due to a tracheotomy (Radford et al. 1954). The resis- 
tance of the gauze to the air-flow is surprisingly little. 


Summary 


A simple humidifier for positive-pressure ventilation 
through a tracheotomy is described. 

It has been used with satisfactory results in 5 cases. 

It produces a water content equivalent to 70-80% 
saturation at body-temperature. 

Its advantages and disadvantages are discussed. 

{ wish to thank Dr. Ruth Grose for her assistance, and 


Dr. J. Macrae for his help and encouragement with this paper. 
This apparatus can be obtained from Willcocks (Clevedon) 


Ltd., Clevedon, Somerset. 
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ACUTE MYELOID LEUKAMIA AFTER 
RADIOACTIVE-IODINE THERAPY 


Joun D. 
M.B. Edin., D.M.R.T. 


ABBATT 


MEMBER OF EXTERNAL SCIENTIFIC STAFF, MEDICAL RESEARCH 
COUNCIL, POSTGRADUATE MEDICAL SCHOOL OF LONDON 
Heven E. A. Farran 
B.Sc. Melb. 

PHYSICIST, NEW END HOSPITAL, LONDON 
RayMOND GREENE 
M.A., D.M. Oxfd, F.R.C.P. 

PHYSICIAN, NEW END HOSPITAL, LONDON 


In view of the association between ionising radiations 
and leukzemia we report here the case of a patient who 
was treated with radioactive iodine for thyrotoxicosis 
and later died of acute leukzemia. 


Case-report 

A married woman, aged 67, was first seen by Dr. H. E, S. 
Pearson at the Whittington Hospital in May, 1953.4 She had 
congestive heart-failure apparently induced by bronchitis, 
but it seemed to Dr. Pearson that she was also thyrotoxic, 
and after her recovery she was referred to the department of 
endocrinology at New End Hospital. Here she complained 
of a recent increase in irritability and anxiety. For the 
previous two years she had been intolerant of heat and had 
perspired more freely than usual. Her weight had decreased 
from 11 st. 4 lb. in 1945 to 8 st. 4 Ib. in 1951 and 7 st. 4 Ib. in 
1952 and was then 6 st. 9 Ib. 

On examination she was thin and tremulous, with pulse-rate 
120, blood-pressure 230/130 mm. Hg, and frequent extra- 
systoles. No signs of congestion were present. A bilateral, 
nodular, and partially retrosternal goitre was present. In view 
of the patient’s condition and the possible technical difticulty 
of thyroidectomy, treatment with radioactive iodine was 
proposed. 

Treatment.—Carbimazole 10 mg. t.d.s. with thyroid gr. 1 
was given daily from July 8 to Aug. 11, 1953, when the dose 
of thyroid was reduced to gr. }), daily. The patient was 
admitted to New End Hospital in September, 1953, when 
thyrotoxicosis was still present and signs of cardiac failure had 
reappeared. After all treatment had been stopped on Sept. 16, 
1953, radio-iodine tests (table 1) and a blood-count (table m) 
were made. A therapeutic dose of 17 me of I was given 
orally on Sept. 23, 1953. Effective half-lives of 7-0 and 7-6 
days in the body and neck were observed as a result of 
this dose. The energy absorption * in the neck during the 
first fortnight after treatment was 22,000 rad. More than 
90% of the total integral dose was received during the first 
twenty-four hours, 0-16 megagramrad being absorbed during 
the first day and about 0-001 megagramrad daily thereafter. 

Course.—-After the radio-iodine treatment in September, 
1953, the patient improved and became euthyroid. Although 
the congestive cardiac failure did not disappear it greatly 
improved, and the patient’s main complaints were of a 
troublesome cough and slight dyspneea on exertion in the 
winters of [953-54 and 1954-55. In January, 1954, her 
condition was considered clinically to be euthyroid, a finding 
which was confirmed by a radio-iodine excretion test (table 1). 
On April 3, 1955, she was readmitted for assessment when she 
was considered to be relatively well and euthyroid, with a 
minor degree of congestive cardiac failure. When due for 
discharge, however, on April 6, 1955, she had painless hema- 
turia for three days. The only clinical abnormality noted was 
several enlarged cervical glands. Severe progressive anemia 
developed, but no other gross hematological abnormality was 


* The energy absorbed by the blood is calculated by assuming that 
the 6-radiation due to an activity in the blood itself of 1 we 
per ml. is 0-418 rad. per hr. and that the y-radiation is contri- 
buted from the activity dispersed through the body as a whole. 
Bush’s (1949) tables give, for a pat.ent weighing 45 kg. and 
156 cm, tall,a value of 0-255 rad. per hr. per uc per g. of body- 
weight. The dose to the marrow is assumed to be of the same 
order as that to the blood. The presence of bone surrounding 
the marrow would only affect the y contribution and would only 
be significant dur.ng the first twenty-four hours, when it might 
increase the total from 2-87 rad. to 4-00 rad. at the most. It 
would be an increase of less than 10% over the first fourteen 
days, or even of the total received, and the other errors are far 
greater than this. 
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TABLE I—-EXCRETION OF RADIO-IODINE 


Date Activity 0-8 hr. 8-24 hr. 24-48 hr. Total 

(ue (%) (%) (%) (%) 
Sept. 18, 1953 30 33 2 1 36 
21; 10 16 3 1 20 
Jan. 15, 1954 50 37 12 72 
April 4,1955 50 26 19 5 0 


detected. Unfortunately no marrow-biopsy was done. Whole 
blood was transfused between April 6 and 27, 1955, but 
without any real benefit. Cystoscopy and intravenous pyelo- 
graphy were done at the time. The pyelogram, which suggested 
disease of the left kidney, proved a stumbling-block and 
temporarily delayed a correct diagnosis. On April 30 and 
May 7, 1955, the correct diagnosis was suggested by peri- 
pheral-blood counts, which showed a low white-cell count in 
the first and large numbers of blast cells in the second. On 
May 1, 1955, the patient developed a left-sided hemiplegia, 
melzena, and ecchymoses on the left cheek and buttocks. She 
died on May 9, 1955. 

Necropsy showed a-cerebral hemorrhage and acute myeloid 
leukemia. The thyroid contained many calcified and fibrous 
adenomata, with a little pale-pink colloidal thyroid tissue 
interspersed between the adenomata. There were no leukemic 
infiltrations or deposits. The bone-marrow of the sternum, 
vertebra, and upper two-thirds of the femora was soft and 
reddish green, and had undergone myeloid leukemic trans- 
formation. There was also leukemic infiltration of the spleen, 
liver, and renal pelves. The last-named showed signs of 
recent hemorrhage. There was a minor degree of leuke#emic 
infiltration in the right occipital lobe of the brain, the mucosa 
of the wsophagus, and several lymph-glands, which were, 
however, all small and inconspicuous, the largest measuring 
1-0 em. Dr. J. V. Dacie reviewed the relevant necropsy 
material, and confirmed the diagnosis of acute monocytoid 
myelogenous leukzemia. 


Discussion 
It would be improper at this stage to draw any conclu- 
sion about the part, if any, played by irradiation in the 
induction of leukemia in this particular case. We merely 


TABLE II-—-RESULTS OF BLOOD-COUNTS 


Date 


Se sept. 1 14, 1953 | Hb 95%, white cells 5500 per c.mm. (polymorphs 


Findings 


60%, ly ~— ytes 37%, eosinophils 2%, 
| monocytes 1 % 
April 4, 1955 Hb 80 20s white ‘cells 4500 per c.mm. 
a | Hb 73° 


Hb 50%, white cells 1000 per c.mm. 

Platelets 80,000 per ¢.mm. 

Hb 35%, white cells 31,200 per c.mm., many 
primitive white ceHs on film (? myeloblasts) 


report the development of acute myeloid leukemia in a 
woman treated for thyrotoxicosis with radioactive iodine 
eighteen months earlier. Before treatment with radio- 
iodine she had been given carbimazole for ten weeks. 

Ionising irradiation has already been shown to be at 
least a contributory cause of leukemia in man under 
certain conditions (March 1950, Folley et al. 1952, Lange 
et al. 1954, Court Brown and Abbatt 1955, Moloney and 
Kastenbaum 1955). Leukemia has so far been reported 
in 5 other cases after radio-iodine (Delarue et al. 1953, 
Seidlin et al. 1954, 1955, Blom et al. 1955), but they were 
cases of carcinoma, in which much larger doses of radio- 
iodine are given, and in 2 of them external radiation was 
also given. The cases of Pochin et al. (1956) and 
ourselves are the only ones so far reported in which 
leukzemia has followed the administration of the smaller 
doses of radio-iodine necessary in the treatment of 
thyrotoxicosis. It is important to emphasise that both 
cases were of acute leukemia, a disease difficult to diag- 
nose without hematological facilities, and that therefore 
unrecognised cases could easily occur. 

It is not infrequently assumed that radiation in small 
doses—e.g., in diagnostic X-ray examinations and in the 
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radio-iodine treatment of thyrotoxicosis—does not 
damage enough tissue to initiate leukemia. But the 
etiology of leukzmia remains unknown, and it is known 
that ionising radiation can play a part in its induction 
in certain conditions. It is important to assess the risks 
of radio-iodine treatment as soon as possible by direct 
observation in man rather than by extrapolation from 
animals. Such data can only be obtained from a large- 
scale survey of patients treated with radio-iodine and 
comparison with a suitable control group. We suggest that 
the evidence is now good enough to warrant such a survey. 


Summary 
A case is reported of a patient in whom acute leukemia 
developed eighteen months after treatment with radio- 
active iodine for thyrotoxicosis. 


We wish to thank Dr. J. V. Dacie, Dr. I. Doniach, and 
Dr. 8. Robinson for their help. 
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INTERMITTENT POSITIVE-PRESSURE 
RESPIRATION 
AN UNUSUAL COMPLICATION IN AN INFANT 


W. E. Lawes 
L.R.C.P.E., F.F.A. R.C.S., D.A., D.T.M. & H. 
ANASTHETIC SPECIALIST 


J. R. Harries 
M.D. Lond., M.R.C.P., D.C.H., D.T.M. & H. 
MEDICAL SPECIALIST 


KING GEORGE VI HOSPITAL, NAIROBI, KENYA 


POSITIVE-PRESSURE respiration, introduced by Lassen 
(1953), has become an established form of treatment 
for certain conditions (Lancet 1955); but reports of its 
use (Macrae et al. 1953, Smith et al. 1954, Harries and 
Lawes 1955) refer only to adults or children, and we 
have found no description of its use in infants. 

We describe here our experience with an infant 
suffering from acute bulbospinal poliomyelitis who was 
treated by this technique. 


Case-report 

A well-nourished African infant, aged 10 months, was 
admitted to the poliomyelitis unit in Nairobi on Sept. 30, 
1955, from an up-country hospital. The patient, who had 
been ill for six days, had been brought to the hospital originally 
because of inability to suck. Notes taken on admission 
to the first hospital read as follows: ‘* semi-comatose, 
temp. 101°F, ale nase working, respirations 60, diaphragmatic 
movement good, some paradoxical movement of the upper 
chest, palate does not appear to move and the patient is 
unable to swallow.” 


Investigations and Treatment 

The cerebrospinal fluid contained 135 mg. protein per 
100 ml. and 35 cells per 100 ml. A stomach tube was inserted 
for feeding purposes. Oximeter readings (mean of six) showed 
the arterial oxygen tension to be 946%, but this figure 
improved to 97% when oxygen was given. From time to 
time suction of the nose and pharynx was needed to remove 
secretions. The child’s condition appeared to be maintained 
at a reasonable level without any respiratory aid. We were 
unable to estimate the vital capacity or the pCO,. Seven 
hours after admission the intercostal paralysis increased 
rapidly and paradoxical movement became more pronounced, 
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Secretions, which up to now had only been slight, gathered 
in large amounts in the nasopharynx, and cyanosis appeared 
for the first time. Tracheal and mandibular tug with twitching 
of the facial muscles was prominent. The patient’s general 
condition degenerated rapidly. Since we had no previous 
experience with intermittent positive-pressure respiration 
(I.P.P.R.) in infants we were reluctant to perform a tracheotomy, 
and so we tried a cuirass respirator. This was a failure and the 
patient’s condition became desperate. 


Tracheostomy and Artificial Respiration 

A tracheotomy was done under local anesthesia, and a 
flexometallic tube no. 1 inserted and stitched in. The V-shaped 
metal end was of the wide-bore type. 

Ventilation was performed by means of “ finger respiration.”’ 
A continuous flow of oxygen was led into one limb of the 
V-tube ; closing the end of the other limb produced inflation 
of the chest, while passive expiration occurred when the 
finger was removed. Various rates of flow were tried and 
it was found that a flow of 4 litres per minute was the most 
satisfactory. 

Attempts were made during the next hour or so to provide 
mechanical respiration by means of the Radcliffe respira- 
tion pump, using air which was forced down one limb of the 
V-piece. A water manometer, which could be set to allow the 
escape of air if the pressure rose above a set figure, replaced 
the Borden pressure-gauge. Tubes of various lengths and 
diameters were placed over the free limb of the V-piece, as 
in some anzsthetic techniques. The minute-volume delivered 
down the other limb was increased ; but ventilation remained 
inadequate, the heart-rate slowed, and cyanosis followed, 
and finally this method was abandoned. 

The original arrangement was restored with a Stott valve 
(Smith et al. 1954). A gasmeter-type spirometer at the 
outlet of the Stott valve showed the degree of ventilation, 
which was kept at 2-6 litres per minute as recommended 
by Spalding (1955). The water-manometer was set to blow 
off at 8 cm. of water ; the actual pressure used was about 6 cm. 

Difficulties now arose with regard to the CO, tension. It 
was felt that it would be almost impossible to obtain arterial 
samples for gas analysis from such a small subject, and the 
CO, content of the expired air was measured as described by 
Harries and Lawes (1955), but little information of value 
was obtained by this method, The stroke-rate of the machine 
was increased to its maximum of 45 per minute by altering 
the cogs. The depression of the water-level in the mano- 
meter suggested that possibly the inspiratory pressure was 
being maintained for too long a period, but this we were 
unable to alter. 

Hypercapnia 

During the next two hours there was intermittent twitching 
of the facial muscles, the nose, the fingers, and the frontalis 
muscle with pronounced tracheal and mandibular tug. 
Repeated measurements of volume of the expired air showed 
that a minute-volume of 2-6 litres was being maintained. 
Increasing the oxygen concentration did not appear to 
affect the twitching. The CO, content of the expired air 
at the outlet port of the Stott valve had risen from 1 to 
2%. Muscular twitching has been — to be a common 
sign of hypercapnia (Leake and Waters 1929, Waters 1937), 
and a return to finger respiration was made for short intervals 
to remove the assumed excess of CO,. On each occasion this 
caused the twitching and tug to disappear within a short 
period, 

After five hours on the machine the patient’s condition 
became much worse. Twitching with tracheal and mandibular 
tug became pronounced, and the pulse was hardly perceptible. 
Aminophylline was administered, without effect. Mechanical 
ventilation was abandoned and a return made to finger 
ventilation, with immediate improvement. An electrically 
controlled humidifier (Russell and Schuster 1953) was 
incorporated into the system, but caused some difficulty 
because of condensation of water-vapour; and eventually 
the humidifier was switched off. 

Progress 

Volunteers, including housemen and hospital assistants, 
were organised into six-hourly shifts, each shift consisting of 
two people who worked alternately for fifteen-minute periods. 
As the personnel were untrained in finger respiration the 
machine was used as a metronome; it was so altered that if 
the operator followed the machine by eye or by ear the 
inspiratory period was just under 0-5 sec. and the expiratory 
period approximately 0-7 sec. with the respiratory rate about 
45 per minute. 
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Radiograph showing dilatation of stomach without surgical emphysema 
of mediastinum. 


This system worked well for thirty hours. The infant 
was turned regularly at intervals, though air entry was 
good in all areas and there were no adventitious sounds 
except when the tube was allowed to slip too far in. 
Suction of the pharynx was only occasionally needed and 
suction down the tube was rarely necessary. 

Twenty-four hours after the tracheotomy the infant opened 
her eyes and appeared to be conscious. Attempts at spon- 
taneous respirations were made by the patient, but these 
became feeble if allowed to continue unaided for more than 
forty-five seconds. 

Gastric Dilatation 

Thirty-six hours after 1.P.P.R. had been instituted the 
clinical picture changed rapidly for the worse. The abdomen 
became distended, and so ventilation was impeded. Some 
partially digested milk was vomited. Insertion of a rectal 
tube produced a large amount of feces, and shortly afterwards 
the distension subsided and ventilation was more easily 
performed. An hour and a half later the distension returned 
to such a degree that it was only with the greatest difficulty 
that any ventilation could be achieved. 

There was no air entry at either base and very little else- 
where ; suction through the stomach-tube produced nothing. 
By gentle pressure on the distended abdomen, however, 
large amounts of air and some fluid were squeezed out of the 
stomach and the distension became considerably less. Ventila- 
tion was now satisfactory. Radiographic examination at this 
stage showed “distended stomach; no sign of surgical 
emphysema in the mediastinum or free air in the peritoneal 
cavity ” (see figure). 

In the next six hours there were three further attacks of 
acute dilatation of the stomach, each of which prevented any 
visible movement of the chest wall or abdomen and led to 
cyanosis and cardiovascular changes. Each attack was 
relieved with difficulty by gently squeezing the abdomen, 
suction through the stomach-tube having little effect. During 
these attacks care was taken that the inspiratory pressure did 
not become excessive, and such ventilation as could be 
achieved was by intermittent insufflation, the excess air 
escaping from the partly closed end of the free limb of the 
V-piece during inspiration. 

Deterioration and Death 

On the third day after admission the abdomen was dis- 
tended to a far greater extent than previously; the chest 
wall appeared to be fixed in the maximum inspiratory posi- 
tion, and no air entry could be heard in any area of the lungs. 
Each attempt at inflation appeared to make the distension 
worse. A similar state of affairs, where the chest was fixed 
in the maximum inspiratory position but without abdominal 
distension, had been seen by us in an adult where the cuff 
had herniated round the end of the endotracheal tube, forming 
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a valve whereby air could be forced into the lungs but was 
prevented from escaping. In the present case it was difficult 
to imagine a valve mechanism. The possibility of erosion 
into the esophagus, with the end of the endotracheal tube 
lying partly in the trachea and partly in the cesophagus, 
which might cause dilatation of the stomach or possibly some 
kind of valve mechanism, was considered ; but withdrawal 
of the tube had no effect. Suction and squeezing produced 
no result this time ; cyanosis became extreme and the apex- 
beat could no longer be heard. As the infant was rapidly 
dying a needle was inserted into the abdomen, without effect. 

When the apex-beat had not been heard for one and a half 
minutes an incision was made through the abdominal wall 
and as the peritoneum was incised air rushed out. At first 
it was thought that the air had escaped from a puncture of the 
distended stomach, but a hurried search showed that this 
was not so. The child’s condition had improved by this time ; 
cyanosis was less and the pulse could be felt at the wrist. 
A catheter was quickly sewn into the stomach to prevent 
any further dilatation of the stomach, and the abdomen was 
sutured. As the abdominal wall was being sewn the abdominal 
distension returned. Cutting the peritoneal sutures relieved 
the distension by allowing air to escape. It was now certain 
that the positive-pressure respiration was forcing air into the 
abdominal cavity. The infant was by this time moribund 
and died shortly afterwards. 

NECROPSY 

Necropsy showed : 

1. Ulceration of the trachea on the posterior wall but 
not through to the w@sophagus. A large clot of blood was 
resting on the endotracheal tube above the taracheostome. 
There was no sign of surgical emphysema round the trachea 
or cesophagus. 

2. Surgical emphysema of the right lung running into the 
mediastinum, which contained a large number of bulla. 

3. Small bull2 running down the csophagus from the 
mediastinum into the abdomen. 

4. Bulle on the greater and lesser curvature of the stomach ; 
some of these were about /, in. in diameter. 


Discussion 

Acute dilatation of the stomach is a fairly common 
complication of acute poliomyelitis, and fatal cases 
have been recorded (Hussein 1952, Perreau 1952). In 
this case the dilatation was severe enough to interfere 
seriously with positive-pressure respiration and could be 
relieved only by squeezing the abdomen. The radio- 
graph taken after the third attack showed that there 
was no surgical emphysema at that time. Presumably 
the operator during the last attack had allowed the 
inspiratory pressure to rise too high in an effort to over- 
come the resistance of the distended stomach, and as a 
result the alveoli had ruptured into the perivascular 
spaces and from there air had travelled back into the 
mediastinum (Macklin 1939, Macklin and Macklin 1944). 

Mediastinal emphysema has been described as arising 
from air trapped in the peritoneal cavity during operations 
(Baggot 1952) and also as a complication of pneumo- 
peritoneum (Towbin 1951), but we were unable to find 
any reference to pneumoperitoneum arising from medi- 
astinal emphysema. This was the first time we had 
employed finger respiration, and it is unfortunate that 
we did not incorporate a safety device in the system 
as we had done with the Radcliffe respirator. 

The danger of tracheal ulceration from an endo- 
tracheal tube in a small infant was recognised, but we 
were unable to obtain a suitable silver cannula with 
a chimney such as is used in Sweden (C. G. Engstrom, 
personal communication). These cannula have a more 
acute bend than rubber tubes and have a wider internal 
diameter. 

The blood-clot found in the trachea at necropsy was 
large enough to have completely occluded the trachea, 
and this emphasises the need for laryngeal and tracheal 
toilet before removing the intratracheal cannula. 


Summary 
A case of bulbospinal poliomyelitis in a 10-month-old 
infant is described. 


The difficulties of intermittent positive-pressure respira- 
tion in an infant are outlined. Acute dilatation of the 
stomach may threaten life. The positive-pressure system 
should include a safety device to prevent excessive 
pressures, 

In the present 
emphysema. 


case death was due to surgical 


We thank the Director of Medical Services, Kenya Colony, 
for permission to publish this article, 
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Preliminary Communication 


CLINICAL TRIAL OF A NEW 
NITROGEN-MUSTARD COMPOUND 


A NEw type of compound has been prepared by Dr. 
L. Vargha by linking a nitrogen mustard with mannitol 
to form 1, 6-bis ($-chlorethylamino-1, 6-desoxy-p-man- 
nitol) dichloride (B.c.m.) (see formula), which strongly 
inhibits the growth of metastasising tumours and 
proliferating lymphocytes. 

H,C-NH-CH,-CH,(1 
HC-OH 
HO-CH 
HO-CH 
H,C-NH-CH,-CH,Cl 


The recommended dosage of B.c.M. is 10-1: 5 mg. 
per kg. of body-weight administered intravenously on 
alternate days to a total of 900-1000 mg. B.c.M. is easily 
soluble in physiological saline solution and well tolerated 
when injected either intrapleurally or intra-abdominally 
in man. Intramuscular and subcutaneous injections 
should not be given. The effect of giving B.c.m. by mouth 
is being investigated. No untoward side-effect has been 
observed with a total dose of 1200 mg. If that dose is 
exceeded, there is a risk of agranulocytosis (which, 
however, can be cured by treatment with corticotrophin). 

We report here the results obtained clinically in various 
malignant disorders. 

CLINICAL TRIAL 
Chronic Lymphoid Leukamia 

The best results were obtained in this disease : in 6 of 
7 patients an initial leucocytosis of 100,000 per ¢.mm. 
was reduced to normal. In 1 of them severe skin lesions 
which had resisted all previous treatment regressed, and 
in 1 other a cervical lymph-gland as large as an apple 
disappeared. All 7 patients put on weight, and several 
months after the end of the treatment they needed no 
further medication. 


Chronic Myeloid Leukemia 

In 3 cases the leucocytosis was reduced and the patients 
put on weight. In 1 case the spleen became smaller. In 
3 other cases improvement was only temporary. 
Acute Leukemia 

In 2 cases pyrexia and the number of hemorrhages 
were reduced, but in 2 other cases no effect was observed. 


Spalding 
Towbin, M. 
Waters, R. M 


+ 2HCl 
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Lymphosarcomatosis 
The disease was arrested in 3 of 5 cases, but no sign of 
improvement was noted in the 2 others. One of the 
patients, whose course of treatment ended six months 
ago, is back at work and needs no further treatment. 


Hodgkin’s Disease 

In 6 of 14 cases of lymphogranulomatosis we obtained 
excellent results : the lymph-glands became smaller and 
the pyrexia disappeared. In 4 other cases the results 
were favourable, but the remaining 4 patients died before 
the course of treatment was completed. 


Carcinoma 

We tried B.c.m. on 40 patients with cancer of the lung ; 
in 20 of them the pain became less and the general 
condition easier, and a few put on weight. * We also 
tried B.c.M. on 28 patients with non-pulmonary cancer. 
In 1 of these inoperable cancer of the pancreas was found 
at laparotomy; after a course of B.c.m. his vomiting, 
abdominal pain, and diarrhoea ceased and he went back 
to work. A woman with ovarian cancer lost some of her 
metastases and is now being treated as an outpatient. 


CONCLUSIONS 


B.C.M. is apparently active against many malignant 
disorders, but especially against tumours of the lymphoid 
system. Its special advantages are low toxicity and the 
fact that it may be administered to outpatients. 

CAMILLO SELLEI 
Ph.D., M.D. Budapest 
SANDOR ECKHARDT 

M.D. Budapest 

Ferenc Hartal 

M.D. Budapest 
Borisz DUMBOVICH 
M.D. Budapest 


Internal Department, 

Hungarian National 

Oncological Institute, 
Budapest 


New Inventions 


MODIFIED INTRAVENOUS-DRIP NEEDLE 


ANYONE who has had to set up an _ intravenous- 
saline infusion or blood-transfusion at all frequently 
must have had the annoying and worrying experience of 
seeing the drip stop, owing to the bevel of the needle 
coming up against the vein wall and thus becoming 
obstructed. Commonly this can be corrected by arranging 
a small wad of cotton-wool under the junction of the 
needle hub and rubber tubing: but the obstruction is 
liable to recur and give trouble, particularly in operation 
cases where the site of entry of the needle into the vein 
is covered by sterile towels, and is thus relatively 
inaccessible. 

The accompanying figure shows a standard blood- 
transfusion needle slightly modified to overcome this 


difficulty. A hole is bored through the needle near its 
tip on the side away from the bevel. If the bevel of the 
needle now comes to lie flat against the wall of the vein, 
the drip fluid is free to enter the vein via this alternative 
opening. 

This modified needle has been used by me for some 
months in the operating-theatres here. It presents no 
additional difficulties when it is introduced into a vein. 
I have not yet had a case when using it where the drip 
has stopped owing to obstruction by the vein wall. 

The modification can be effected by any competent 
hospital-workshop technician. The edges of the bored 
hole should be smooth, to discourage formation of 
adherent blood-clot round it. 
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The work has kindly been done for me at the Radcliffe 
Infirmary in the workshop of the Nuffield department of 
anesthetics by Mr. R. Salt and Mr. R. Corney. 

F. K. Boston 
M.A., M.B. Camb., 
F.F.A. R.C.S. 


Nuffield Department of Anrsthetics, 
Radcliffe Infirmary, 
Oxford 


AN OXYGEN ANALYSER 


THERE is need for an oxygen analyser simple enough 
to be used by a nurse. If such an instrument were 
available, the routine measurement of oxygen con- 
centration in tents and incubators—obviously a desirable 
procedure—would probably become more_ generally 
practised. Instruments depending on the magnetic 
properties of oxygen are costly, and those using a chemical 
absorbent have hitherto proved insufficiently reliable for 
routine use in hospitals. 

The instrument here described makes use of a chemical 
absorbent, 1:2:4-triacetoxybenzene (1:2:4-triacetylhydro- 
quinone), which, unlike the agents previously in use 
(pyrogallol, hydrosulphite, and chromous salts), both 


absorbs oxygen rapidly and retains this property for 
a long time.' 

A horizontal glass tube of about 5 ml. capacity is 
connected at one end by a short U-tube to a reservoir, the 
other end opening into a capillary tube with a tap. 
A glass spiral is incorporated within the horizontal tube. 
When the tap is opened, the absorbent fluid in the 
reservoir fills the horizontal tube and the capillary tube 
to a level just short of the tap. The tap is closed, and the 
instrument is ready for use. A layer of paraffin oil 
introduced into the reservoir will float on ‘the surface of 
er absorbent fluid and prevent access of air to the 
atter. 

A sample of the gas to be analysed is withdrawn in a 
syringe, whose nozzle is connected by a short rubber 
tube to the tap, which is then opened. A measured 
3 ml. of gas is delivered into the tube, after which the 
tap is closed. 

The instrument is mounted on a wooden stand fitted 
with a rocker, enabling the instrument to be rocked 
through a small are on either side of the horizontal. 
In this way the bubble of gas can be moved from one 
end of the tube to the other. Absorption of oxygen is 
also facilitated by the glass spiral, which greatly enlarges 
the surface of fluid presented to the gas bubble as it 
traverses the tube. When absorption is complete (a 
matter of about half a minute) the instrument is held 
vertically with the tap uppermost. The level of fluid 
in the tube then registers the amount of gas absorbed, 
the tube being calibrated to allow the percentage of 
oxygen in the sample to be read off directly. The whole 
procedure occupies less than a minute. 

1:2:4-Triacetoxybenzene (British Drug Houses Ltd.) 
is used in 10°% solution in 15° KOH. Recharging of the 
instrument is required infrequently, since one fill (40_ml.) 
is good for several hundred analyses. 


The instrument is made by Camlab Glass Ltd., 50a, Burleigh 
Street, Cambridge. 
DouGLAs GAIRDNER 


Addenbrooke's Hospital, 
p.M. Oxfd, F.R.c.P. 


Cambridge 


1. Devey, J. D. Scand. J. clin. Lab. Med. 1953, 5, 104. 
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Reviews of Books 


Ophthalmology 
A Textbook for Diploma Students. P. D. TREvoR-RoPER, 
F.R.C.S., curator, department of pathology, Institute of 
Ophthalmology, London. London: Lloyd-Luke. 1955. 
Pp. 656. 75s. 

THE author set out to write a textbook of ophthalmo- 
logy for those taking the diploma in this subject, and 
he has based its contents on the current teaching and 
practice of the Moorfields Eye Hospital and its related 
Institute of Ophthalmology. Although the preface 
suggests an apology for the use of ‘‘ didactic and dogmatic 
diction,” this is quite proper, and indeed desirable and 
necessary, for a book of this kind containing the essentials 
in a short and well-written text, enlivened by good 
illustrations. 


Three sections deal with the basic sciences on which ophthal- 
mology rests. Another devoted to optics has at its end a 
well-illustrated chapter on methods of inspection. The 
remaining two parts of the book are concerned with diseases 
of the outer and inner eye; and there is a final chapter on 
the visual pathways. 


Maintaining the high traditions of a distinguished 
literary family, Mr. Trevor-Roper’s easy style and 
attractive composition are a pleasure to read. Clearly 
oq is a textbook which many postgraduates will want 
to have. 


Surgery in World War II 
Vascular Surgery. Editors: Danret C. ELKIN, M.D. ; 
E, DeBAKEy, M.D. Washington, D.C.: Office 
of the Surgeon General, Department of the Army. 
1955. Pp. 465. 

Tuts volume was prepared by the Historical Unit of 
the United States Army Medical Service, under the 
editorship of Dr. Elkin and Dr. DeBakey. It gives a 
reasonably complete account of the arterial complications 
of war-time injuries in Servicemen, and the results to be 
expected with surgical and conservative treatment. The 
U.S. Army wisely grouped into selected hospitals of the 
‘zone of interior”’ all their vascular cases, undér the 
supervision of experienced specialists. As a result of this 
policy, our knowledge of arterial injuries has been greatly 
extended, and the whole volume stands as a tribute to 
the meticulous documentation, investigation, and surgery 
of the hospitals concerned. The chapters are written by 
well-known authorities, such as Simeone, DeBakey, 
Freeman, and Shumacker, who were in active control 
of this work during the war, and the standard o 
presentation is exceptionally high. ‘ 

As a worthy successor to Makins’s classical work, this 
book clearly reflects the progress that has been made 
during the two wars in the understanding and treatment 
of vascular injuries. Without doubt it will become a 
standard work. 


Transplantation of Tissues 
Lynpon A. PEER, M.D., clinical and research director, 
Rehabilitation Center for Plastic Surgery, St. Barnabas 
Hospital, Newark, New Jersey. Baltimore: Williams & 
Wilkins. London: Bailliére, Tindall, &* Cox. 1955. 
Vol.1. Pp. 421. £5 2s. 6d. 

THE author of this beautifully and expensively pro- 
duced volume is a well-known plastic surgeon and 
authority on surgical research who has made important 
contributions to the fundamental technique of tissue 
transplantation. He has a wide knowledge of the basic 
physiological problems of plastic surgery, and this is the 
foundation of the work. His own contribution to know- 
ledge in the form of cartilage implants is seen in its 
many applications to facial and aural reconstruction. 
He covers fully the other fields of tissue transplantation, 
with a very large bibliography. A general pattern of 
animal and human operations has been followed, and 
autogenous, homologous, and heterologous grafts are 
compared and contrasted. Indeed, some may say that 
the book attempts too much. 


The chapter on cell preservation is almost an apologia ; for 
there is no information of value in the remarks on tissue- 
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culture, and the section on freeze-drying technique is little 
more than a summary of some of its history. The presenta- 
tion of the problem of vital storage at very low temperatures 
is made without reference to the work of Parkes and Smith at 
Mill Hill, though future applications of this work in Dr. Peer’s 
own department are mentioned. 


It is a little difficult to imagine for whom this book 
has been written; for the original experimental material, 
which might have made a more opportune appearance 
as a formal monograph, is mingled with more speculative 
and practical matters concerning the clinical aspects of 
plastic and reconstructive surgery in general. The book 
will, however, havea real value as a reference source. 


Cardiovascular Innervation 


G. A. G, MITCHELL, CH.M., D.SC., professor of anatomy 
and director of anatomical laboratories, University of 
Manchester. Edinburgh: E. & 8S. Livingstone. 1956. 
Pp. 356. 55s. 

Untit the publication of this book there was no 
monograph in English on the innervation of the human 
cardiovascular system. Lazorthes’s treatise is in French 
and descriptions by White, Smithwick, and Simeone, and 
Kuntz are in works which are chiefly concerned with 
function and not structure. Professor Mitchell’s new 
book fills this gap. He has selected relevant details 
from the extensive literature, often confirming and 
augmenting them by his own investigations. He has 
reviewed and occasionally modified existing hypotheses, 
blending all into a composite picture, though first place 
has been given to Man. Many topics are explained and 
illuminated by morphological, embryological, physio- 
logical, pathological, and clinical considerations. But 
the provision of complete details in fields other than 
anatomy has not been the chief aim, and an eatensive 
bibliography is provided for those who want further 
information on specific problems. 

In a foreword, Sir Geoffrey Jefferson, F.R.s., rightly 
observes that ‘“ this is a book on applied anatomy but a 
bock with a difference—the difference being that the 
author is a vastly more erudite and better informed 
anatomist than the great majority of those who teach 
applied anatomy. ... It is not only a comprehensive but 
a well-balanced account.” 


The Normal Child and Some of his Abnormalities 


C. W. VALENTINE, D.PHIL. Harmondsworth: Penguin 


Books. 1956. Pp. 291. 3s. 6d. 
Writinc for the intelligent reader untutored in 


psychology, Dr. Valentine describes the mental and 
intellectual capacity of children from babyhood to 
adolescence and their behaviour and development. He 
sets out ‘‘ to stress individual differences as normal and 
to show that many things thought by some (psychiatrists 
especially) to be signs of serious abnormality are not so.” 
This he does, relying partly on published observations, 
partly on observation of his own five children and of 
others known to him. Family doctors and parents of 
sizeable families will find more confirmation of their own 
experience than surprises ; but anyone with fears for the 
normality of a child under their care should read this book 
before concluding that the worst is in store. 


Anxiety and Stress 
An Interdisciplinary Study of a Life Situation. Harouip 
Basow1tz, Harotp PEerRsky, SHELDON J. KorcuHIn, and 
Roy R. Grinxer. London and New York: McGraw- 
Hill. 1955. Pp. 320. 60s. 


Tus informative study was carried out by four 
members (a psychiatrist, a biochemist, and two psycholo- 
gists) of the staff of the Institute for Psychosomatic and 
Psychiatric Research and Training of the Michael Reese 
Hospital, Chicago. They studied a group of paratroop 
candidates during the three strenuous weeks of their 
practical training. Systematic observations were made 
to determine how visual perception, memory, intellectual 
control, and other psychological activities were affected 
by the stress of airborne training, and at the same time 
hippuric-acid excretion, plasma-glycine, plasma-amino- 
acid, blood-reduced-glutathione, and eosinophil levels 
were estimated. 
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The design of the experiments was complicated but con- 
sisted broadly in treating anxiety as the independent variable 
in the first experiments, and in treating initial hippuric-acid 
level as the independent variable in the second set of experi- 
ments. Hippuric acid was chosen because earlier work by 
Dr. Persky had shown that patients with free anxiety had a 
high hippuric-acid excretion after intravenous injection of 
sodium benzoate. 

The investigation did not yield clear-cut results. Hippuric- 
acid excretion, on which much of the work turned, was not 
higher in those who were judged to be under the greatest 
stress. Glutathione level, however, dropped at times of 
severe stress, the maximum fall occurring ten hours after the 
stress. In accounting for these unexpected findings, the authors 
emphasise their psychological observation that not only 
fear of physical harm through jumping but also fear of being 
shamed through failure played an important part in the man’s 
anxiety : this distinguished them from patients with anxiety, 
in whom high hippuric-acid excretion had been found. The 
psychological tests indicated that stress impaired the per- 
formance of tasks requiring perceptual discrimination and 
memory, but that a “ stress-tolerance test ’’ which involved 
the response to vivid pictures of threatening events (such as 
falling with an unopened parachute), did not help to measure 
anxiety. In general, the biochemical findings discriminated 
more effectively than the psychological ones. 

Though the work is presented in a wordy difficult form, 
it is a valuable and instructive attempt to observe under 
fairly rigorous conditions the changes that accompany 
an undeniable stress in real life. 


Atlas of Roentgen Anatomy of the Skull 


Lewis E. Erver, M.D., F.A.C.R., assistant professor of 
radiology, school of medicine, University of Pittsburgh, 


Pennsylvania. Springfield, [ll.: Charles C, Thomas. 
Oxford: Blackwell Scientific Publications. 1955. 
Pp. 215. £5 6s. 


UsinG a disarticulated skull with one bone at a time 
either removed or marked, Dr. Etter gives a convincing 
demonstration of the part played by each bone in forming 
the radiographic image. Most of the conventional 
projections are illustrated and described. The book 
also includes Dr. J. B. Farrior’s material on the radio- 
graphic anatomy of the temporal bone, and a reprint 
of a paper on the skull of the newborn infant by Dr. 8. 
Henderson and Dr. L. S. Sherman. 


Most of the illustrations are clear, though not everyone 
will like the *‘ new visual aid . . . consisting of cutouts of the 
radiographs,’’ when used for illustrating a book A black 
background, as used for many of the photographs, with 
white lettering would have been better. Many of the 
illustrations would have been clearer had they been larger, 
even at the expense of the size of lettering used for the 
labels. 


Radiologists will find this collection convenient 
to use and few will be familiar with all it has to offer. 
It will form a very useful work of reference, and, since the 
proof of its assertions is presented, a convincing arbiter 
of dispute. 


Moto-Kinesthetic Speech Training 


Epna Hint Youne and Sara STINCHFIELD 
Stanford, Calif.: Stanford University Press. London : 
Oxford University Press. 1955. Pp. 176. 40s. 


Mrs. Young and Dr. Hawk have revised their earlier 
work, Children with Delayed or Defective Speech in the 
light of further research, and have produced a valuable 
textbook on speech training and speech rehabilitation. 
What does moto-kinesthetic mean? The moto” 
part is the teacher’s use, in the three ‘‘ dimensions ”’ of 
place, time, and direction, of pressure by the fingers on 
lips, jaw, nose, throat, and waistline to induce the child 
to modify the air current so that desired sounds shall 
be produced. Simultaneously, auditory and visual stimuli 
are offered. The dust-cover depicts a teacher stimulating 
‘shoe.’ with her right hand on the child’s upper lip 
and jaw, while she shows him a picture of a pair of boots 
and says shoe.”’ He lies ** relaxed on the speech table 
while he learns by kinewsthesia, feeling the actions and 
posicions associated with the sound. 
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In part 1, Mrs. Young concludes by stressing the need for 
research to show “ the facts relative to early muscular learning 
as affecting later speech.’ It is obvious that her personal 
experience of a speech handicap has helped her to present 
with clarity and vision the moto-kinesthetic technique. In 
describing this method of sound stimulation, she first empha- 
sises the need to understand fully the function of the air 
current as the basis of speech, and the way normal speech 
development may need encouragement to avoid subsequent 
defects. 

The book includes pictures illustrating the finger movements 
used to stimulate the enunciation of vowels and consonants. 
Mrs. Young does not suggest that her method is to be used 
exclusively for all problems, but she shows how it may be 
adapted to help even the more heavily handicapped such as 
the deaf, the blind, the cerebral-palsied, the aphasic, and 
the stutterer. 

In part u, Dr. Hawk gives a careful analysis of speech 
disorders and describes the examinations and tests which have 
been used, and the conclusions drawn, 


How interesting will this book be to most medical 
doctors ? To most, not very; to a few, absorbing ; 
while to those who see many children handicapped in 
all sorts of different ways it will be something to dip 
into now and again. It will leave them feeling how much 
more they could do if they had the time, if they had not. 
(in James Hilton’s phrase) “ the knack of putting first 
things second,” as they hurry a patient in order not to 
keep the next one waiting. 


Postgraduate Obstetrics and Gynecology (2nd ed. 
London: Butterworth. 1955. Pp. 688. 70s.).—The first 
edition of this book appeared in 1950 and was based on the 
extremely popular postgraduate lectures given by Prof. F. J. 
Browne in the years after the late war. The text has now 
been revised, and father and son (Prof. J. C. McClure Browne) 
combine to give the benefit of long years of experience and of 
more recent views. The length of the book has been increased 
by some 35% although only a few new chapters have been 
added, and the policy is still to avoid repeating what is covered 
in the authors’ book Antenatal and Postnatal Care. Because 
of its origin the book is a series of essays rather than a standard 
text. Each subject is treated in a readable yet authoritative 
way. The illustrations and particularly the photomicrographs 
are excellent. The reputation already enjoyed by this book 
will be enhanced by this new edition, and it will win new 
friends among postgraduate students and practising obstetri- 
cians and gynecologists. 


Operative Technic in General Surgery (2nd ed. Vol. 1. 
New York: Appleton-Century-Crofts. 1955. Pp. 973. $20). 
—The greater part of the first volume of this work (edited 
by Prof. Warren H. Cole, of the University of Illinois) is 
devoted to the surgery of the abdomen, which is dealt with 
authoritatively by acknowledged experts. By contrast with 
the more coherent gastrointestinal section, the rather random 
order of subjects in the remaining chapters makes the volume 
uneven. The endocrine glands suffer from separation, the 
thyroid and parathyroid joining company in one chapter, 
while the adrenals come as an afterthought to the pancreas ; 
and the thymus has got lost altogether. Orthopedics receives 
its quota in chapters on amputations, on muscles, fascial 
tendons, and burs, and on the hand and its tendons; but 
bone is excluded. There is a chapter on the breast, while 
another on skin and subcutaneous tissue is thrown in for good 
measure (burns having been earlier considered on their own) 
without mention of plastic surgical technique. Reliance 
is rightly placed on illustrations, which are variable in 
quality. 


Radium Therapy (2nd ed. London: Bailliére, Tindall, & 
Cox. 1956. Pp. 286. 37s. 6d.).—Since the 1945 edition of 
this book by Mr. C. W. Wilson, Pu.D., principal physicist to 
the Westminster Hospital, London, immense strides have been 
made in the field of radioactive isotopes, and the physical 
aspects have been incorporated in the new edition. But 
radium therapy still remains the basis of the book. Dr. Wilson 
is to be congratulated on again producing an up-to-date and 
essentially practical book, which is a “ must’”’ for hospital 
physicists, radiotherapists, and students in need of a reliable 
basic text. 
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‘In view of these analytical and 
general evidences, this brandy 
may be described as particularly 
suitable for medicinal purposes’ 


See Lancet, July 22, 1899, P. 219 


“The evidence both of analysis 
and taste indicates that the high 
standard of purity and quality 
has been maintained and that 
the brandy is eminently suitable 
for medicinal purposes’ 

See Lancet, May 7, 1932, p. 992 


When convalescence drags 
and they shake their heads at everything, 


one naturally thinks of Cytacon* 


Trade Mark 
Cytacon Oral Vitamin B,,.—to speed convalescence, to sharpen appetite and restore vigour. 
Liquid: 25 micrograms per fluid drachm; 6-0z. bottles Glaxo Laboratories Ltd., 
Tablets: 50 micrograms each; bottles of 25 Greenford, Middx. BYRon 3434 
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Symptomatic relief in hay fever, 


. 7 ee In hay fever and allergic rhinitis, 
allergic rhinitis NEOPHRYN WITH ANTIHISTA- 
MINE nasal spray relieves nasal 

congestion and reduces local irritation 


and sneezing. There is no C.N:S. 
stimulation or harmful effect on the 
mucous membrane, and secondary 


congestion is rare, 


Neophryn is also available without 
antihistamine, for simple decongestion. 
It is supplied as a spray, or as drops. 


WITH ANTIHISTAMINE 


(phenylephrine HCl 0.5% with thenyldiamine 
HCl 0.1%) 


':¥:B 43,0 PRODUCTS LIMITED NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 
Export enquiries to: WINTHROP PRODUCTS LIMITED. 


When the worst is over 


Skill and care have won the battle, and the exhausted body 
is recuperating. It is then that Burgoyne’s Tintara may 
mean the difference between long, dragging convalescence and 
a rapid recovery. For Tintara is not only beneficial but a 


really palatable burgundy. It contains no added alcohol or 


sugar and is a natural product of sun and ironstone soil. 


Bur goyne’s—————— 


TINTARA 


(FERRUGINOUS) PRODUCE OF AUSTRALIA 


= 
= 


P. B. BURGOYNE & CO. LTD., DOWGATE HILL, LONDON, E.C.4. TEL: CITY 1616 
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A New Clinical Entity ? 


Ix 1917 von Economo ! reported a small outbreak 
of an illness in which the main features were fever, 
stupor, and ophthalmoplegia: 2 of his 13 patients 
died and at necropsy there was evidence of inflamma- 
tion of the brain substance. During the next two 
years a great many similar outbreaks were recorded 
and by 1921 the disease had reached epidemic pro- 
portions in almost every country in Europe.2_ In 
spite of perplexing variations in the clinical picture 
from case to case, locality to locality, and even from 
season to season,” it soon became clear that for 
practica] purposes a new clinical entity had appeared. 
In 1924, 5039 cases of encephalitis lethargica were 
notified in England and Wales alone,* but by the 
beginning of the next decade confirmed cases of this 
dangerous disease had become sporadic and by 1939 
they were extremely rare.> By the end of the late 
war, the centre of interest had shifted to poliomyelitis 
as by far the most prevalent and disabling infection 
of the nervous system. The work of Russe 
and others * focused attention on the importance of 
diagnosis in the pre-paralytic stage ; and from other 
sources 7® there was evidence of a change in the 
epidemiology of poliomyelitis. 

Against this background of intense interest in 
poliomyelitis and its problems came reports of out- 
breaks *-" and isolated cases 1% which, for one 
reason or another, led to difficulties in diagnosis. 
Broadly, these can be divided into those in which the 
cerebrospinal fluid (c.s.F.) is abnormal and those in 
which it is normal. Of the abnormal group (group 1), 
only in the series described by Laurent!’ was no 
convincing causative organism isolated. The condi- 
tions described by KELLEHER™ and JENNINGs 
proved to be aberrant poliomyelitis, and there was 
presumptive evidence of the same disease in the 
outbreak reported by Barrett * from Cambridgeshire 
in 1949. The Coxsackie group of viruses has also 
been implicated in this group'1!*: in such cases 


Wien. klin. Wschr. 1917, 30, 581. 
Bristol, 1924. 


von Economo, C. 

Hall, A. J. Epidemic Encephalitis. 

. Kinnier Wilson, 8. A. Lancet, 1918, ii, 

. MacNalty, A. 8S. Epidemic Diseases of the Central Nervous 
System. London, 1927. 

Epidemic En ephalitis. 


3rd Report by Matheson Committee. 


6 Poliomye litis. London, 1956. 

7 - Amer. J. Hyg. 1948, 48, 133 

8. MacLean, F. 8S. New Zealand De partment of Health, Annual 
Report of Director General, 1945, p. 90. 

9. Barrett, A. M., Gairdner, D. * iiasien, A.M. Brit. med. J. 1952, 

0 
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i, 1317. 
Proc. R. Sot. Med. 1947, 40, 927. 
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Ibid, p. 210. 
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pleocytosis is the rule and signs of parenchymal 
damage to the nervous system are very uncommon. 
Much more perplexing outbreaks are those in which 
no changes are found in the c.s.F. (group 11). Since 
we discussed these illnesses in 1954 under the non- 
committal title, Not Poliomyelitis,!> another epidemic 
with similar features has been reported from Dur- 
ban '®17 and two further outbreaks are described in 
this issue by Dr. SumNeR and by Dr. Ramsay and 
Dr. O’Suttivan. Only a brief description '* has so 
far been published of the alarming outbreak at the 
Royal Free Hospital last year, but there are arguments 
for including it in this group. In none of these cases 
has it been possible to incriminate the poliomyelitis 
or Coxsackie virus, nor indeed has any other known 
infective agent been isolated. 

There seem good reasons, in our present state of 
ignorance, for placing in a third and intermediate 
group the epidemic which took place in Akureyri, 
Iceland, in the winter of 1948-49,!° and about which 
Dr. Siaurpsson and Dr. GuDMUNDSSON write on p. 766. 
In all 8 cases examined the c.s.F. was abnormal ; 
on the other hand, the protracted course and mental 
symptoms described by Dr. SiGuURDSSON are 
prominent symptoms in group mu. The outbreak in 
the nurses training school in the University of 
Pennsylvania in 1945 ®° is also difficult to classify since 
it happened before the isolation of the Coxsackie 
viruses: there was pleocytosis in 2 out of 5 cases. 
The unusual epidemic reported by Watuis from 
Cumberland in 1955 #4 has many features of group 1 
—notably vertigo, diplopia, my algia, cervical lymph- 
adenopathy, and protracted convalescence with mental 
symptoms. Unfortunately there is no information 
about the c.s.F. The recorded atypical outbreaks can 
thus be grouped as follows : 


Virus C.S.F. 
Group Laurent (1947) Unknown 
Kelleher et al.!? (1949) Poliomyelitis 
Curnen,et (1949) Coxsackie ‘ 
J ennings et (1949) Poliomyelitis - 
Barrett et al.® (1952) Poliomyelitis 
Galpine and Macrae '* Coxsackie 
(1953) and others 
Group Adelaide ** (1949) Unknown 
II New York State ** (1950) Unknown 
Middlesex Hospital** Uncertain 
(1952) 
Coventry *° (1953) Unknown N Li 
Berlin (1954) (Sumner) Unknown 
Durban (1955) Unknown 
Royal Free Hospital Unknown 
(1955) 
Hampstead (1955) Unknown 
(Ramsay and 
O'Sullivan) 
Group Pennsylvania *® (1945) Unknown Abnormal 2/5 
III Akureyri, Iceland !* Unknown Abnormal 8/8 
(1948) 
Cumberland #! (1955) Unknown Unknown 


Of the 8 outbreaks in group 0, all except that at 
the Royal Free were initially confused with polio- 


15. See leading article, Ibid, 1954, ii, 1060. 

16. Editorial, S. Afr. med. J. 1955, i, 331. 

17. Hill, R. W. “Jbid, p. 314. 

18. See Lancet, 1955, ii, 351. 

19. Sigurdsson, B., Sigurjénsson, J., Sigurdsson, J., Thorkelsson, J. 
Gudmundsson, K. R. Amer. J. Hyg. 1950, 52, 222. 


20. McConnell, J. Amer. J. med. Sci. 1945, 209, 41. 

21. Wallis, A. > Lancet, 1955, ii, 290; Ibid, p. 1091. 
22. Pellew, Med. J. Aust. 1951, i, 944. 

23. White, D. , Burtch, R. B. Neurology, 1954, 4, 506. 


Lancet, 1954, ii, 1044. 
Ibid, p. 350. 
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myelitis, and all occurred during or shortly after the 
seasonal period of prevalence of poliomyelitis. The 
three British outbreaks 18 2425 were in late summer, 
in contrast to the former peak incidence of encephalitis 
lethargica in the first three months of the year.* 
Five outbreaks took the form of dramatic localised 
epidemics, four of which were in nurses’ homes. Dr. 
Ramsay and Dr. O’SULLIVAN describe cases in the 
neighbourhood of one of these outbreaks, and 
had a similar experience in Durban. The attack-rate 
in closed communities is high. The onset in this 
group is usually acute with systemic prodromata such 
as are common in poliomyelitis. In contrast, fever 
is usually low and may be absent.'418 25 The course 
is generally two to eight weeks but occasionally 
symptoms may last for months. Relapses are fre- 
quent. Usually the immediate outcome is favour- 
able but in a few cases paresis or mental sequelae may 
be incapacitating for many months.®? #426 Depression, 
emotional lability, or irritability in convalescence have 
been a constant feature in all group-1 outbreaks. 
Although previous experience has shown that a long 
period of observation will be necessary before the 
harmlessness of the disorder is assured, it can at 
least be said that the immediate mortality-rate of nil 
is in striking contrast to the epidemic infections of 
the nervous system previously described‘; and this in 
itself is very encouraging. 

Among the more characteristic features of group 1 
are the severe muscular pains, often accompanied by 
exquisite tenderness, which often dominate the clinical 
picture.**-*° As and Burtcu * have pointed 
out, these pains differ from those of poliomyelitis in 
that they are not simply a short-lived precursor of 
paresis but may last for weeks. Most commonly they 
affect the neck, back, or limbs but there may also be 
Bornholm-like chest and abdominal pains.!7 18 23 25 
Continuous or intermittent painful muscular spasms 
were noted in the outbreaks at the Middlesex and 
Royal Free Hospitals, and they are also reported by 
Dr. Ramsay and Dr. O’Sutuivan. In nearly every 
patient there are symptoms or signs of disease of the 
central nervous system, but the weight and site of the 
damage vary considerably from outbreak to outbreak. 
The Hampstead and Berlin epidemics illustrate this 
variation. The innervation of the eye muscles (diplopia 
and nystagmus) and the seventh and eighth cranial 
nerves (deafness, hyperacusis, vertigo, and facial weak- 
ness) suffer most commonly. Sensory symptoms and 
signs are common and pyramidal signs have also 
been observed. Some patients in Adelaide and 
Durban and at the Middlesex Hospital had retention 
of urine. The paresis, usually short-lived but occasion- 
ally persisting for weeks or months, is in itself an 
interesting problem, for in many cases it is not 
accompanied by the classical disturbances of tone and 
reflexes which would point to damage in the anterior 
horn or pyramidal tract.2* 252° Pain, muscular spasm, 
and involuntary movements often make the degree of 
palsy difficult to assess. In this connection the striking 
electromyographic records obtained by Dr. Ramsay 
and Dr. O’SuLLIVAN are of great interest. Although 
they do not as yet point to the exact nature of the 
lesions, they may provide evidence of organic paresis 
in patients who might otherwise be suspected of 


26. Adnams J. N. Personal communication. 
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hysteria, and in a disease at present so bereft of 
positive laboratory findings they may be a help in 
diagnosis in the future. 

The outbreaks mainly differ in the severity and site 
of the damage to the nervous system; but the lymph- 
glands are another point of difference. Enlarged lymph- 
glands, particularly in the posterior cervical triangle, 
were prominent in the Hampstead and Royal Free 
cases, and they were also noted in 4 cases by WHITE 
and Burtcu * and in the more doubtful Cumberland 
outbreak.*! In retrospect lymphadenopathy was found 
to have been present in 2 of the 14 cases reported 
from the Middlesex.*”? Hepatitis and splenomegaly 
may also turn, out to be part of the picture. It is 
doubtful whether the absence of these features in the 
other reports can be attributed entirely to observer 
error 2? and it must be accepted as a real discrepancy. 

A study of the available material in group 
shows sufficient common ground to suggest that this 
is a new clinical entity which may be expected to 
appear again here or elsewhere in the ldte summer 
and autumn. From the purely practical standpoint 
it would be useful to have a name for this syndrome. 
As the most helpful single feature in the recognition of 
this syndrome in the past has been the predominantly 
normal cerebrospinal fluid, the names which have 
already been suggested, “ Iceland disease ” !®*% and 
** Akureyri disease,’ are not really appropriate. The 
objections to any but a purely descriptive name for 
a disorder without a known cause or established 
pathology are obvious. For this reason, the term 
“ benign myalgic encephalomyelitis ’’ may be accept- 
able. It in no way prejudices the arguments for or 
against a single or a related group of causal 
agents; and it does describe some of the striking 
features of a syndrome characterised by (1) symptoms 
and signs of damage to the brain and spinal cord, in 
a greater or lesser degree ; (2) protracted muscle pain 
with paresis and cramp; (3) emotional disturbances 
in convalescence ; (4) normal c.s.F. ; (5) involvement, 
in some variants, of the reticuloendothelial system ; 
(6) a protracted course with relapses in severe cases ; 
and (7) a relatively benign outcome. It remains to 
identify this syndrome more precisely ; but we believe 
that its characteristics are now sufficiently clear to 
differentiate it from poliomyelitis, epidemic myalgia, 
glandular fever, the forms of epidemic encephalitis 
already described, and, need it be said, hysteria. 


Antibiotic-resistant Staphylococci 


Ir bacteriologists are good judges of what is 
important, the direction and emphasis of much of 
their work suggests that it is high time we adopted 
whatever modifications of clinical practice are neces- 
sary to halt the spread of antibiotic-resistant staphylo- 
cocci in hospital wards and outpatient departments. 
These infections in hospital are not only a cause 
of ill health, lost time, and wasted money, but also 
a source from which a veritable epidemic of staphylo- 
coccal infections may spread to the general com- 
munity. There is no reason whatever to doubt the 
implications of RouNnTREE and RHEUBEN’s ** evidence 
that in December, 1955, 25-7°, of 101 nasal carriers 
of staphylococci among 200 Sydney blood-donors 
27. Acheson, E. D. Lancet, 1955, ii, 394. 

28. Rountree, P. M., Rheuben, J. Med. J. Aust. 1956, i, 399. 
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harboured penicillin. resistant straine—twice as high 
an incidence as in 1954. In his article last week 
Dr. FarRBROTHER concluded that one removable 
cause of the trouble was the habit of using penicillin 
indiscriminately for all forms of trivial infection. 
His plea that “ a stricter control of penicillin therapy 
is urgently required” will doubtless find many 
supporters, but it is probable that the only available 
control will be such self-control as doctors can bring 
themselves to exercise in their own use of penicillin 
and other antibiotics. The arguments for such self- 
control have often enough been repeated in these 
columns: the dangers of sensitisation of patients, 
of severe toxic reactions, of diminishing usefulness 
of antibiotics in serious infections, and of such grave 
superinfections with resistant organisms as, for 
example, an often fatal form of enterocolitis. All 
these things have been said so often by so many 
writers that it is now becoming difficult to repeat 
these exhortations without wearying those who 
heed them. 

In this situation, however, it may still be worth 
commenting on some of the evidence about the adapt- 
ability and versatility of the staphylococcus. Fatr- 
BROTHER, for example, now shows—contrary to 
what was at one time believed—that penicillin- 
sensitive and penicillin-resistant staphylococci isolated 
from the same lesion may quite often be of the same 
phage-type. In 25 cases in which such pairs of 
staphylococci were isolated, the resistant and sensitive 
organisms were of the same phage-type in 11. BARBER 
and Burston*® regarded the penicillin-resistant 
organisms as the variant or mutant strains, but 
FAIRBROTHER thinks it possible that Staphylococcus 
aureus formerly led a wild existence in which it 
produced penicillinase and that this function was 
later largely, but not entirely, lost by prolonged 
adaptation to the human nares. This interpretation 
means that the penicillin-sensitive staphylococci are 
mutants derived from penicillinase-producing peni- 
cillin-resistant strains. In support of this idea, 
FaIRBROTHER found it easy to derive penicillin- 
sensitive variants from penicillin-resistant penicillinase- 
producing strains by growth at 44°C; but he was 
unable to accomplish the opposite change. Farr- 
BROTHER’s speculation gains some added interest 
from Dr. PHyLuis RouNTREE’s observations, which 
we also published last week, on the staphylococci 
harboured by the Wabaga, a primitive self-contained 
race inhabiting a remote part of New Guinea and 
thus isolated from outside contacts and so from anti- 
biotics and those who might carry antibiotic-resistant 
organisms. 23 of 120 Wabaga were nasal carriers of 
strains of Staph. aureus, none of which was antibiotic- 
resistant. Among 110 strains of non-pathogenic 
(coagulase-negative) staphylococci found in nasal 
swabs from the Wabaga, 87 conformed to SHaw et 
al.’s °° definition of Staph. saprophyticus; and of 
these, 6 were penicillinase-producers. 2 of these 
strains were resistant also to chloramphenicol; 1 
strain was resistant to streptomycin, chlortetracycline, 
and chloramphenicol ; and 1 penicillin-sensitive strain. 
was resistant to chlortetracycline. Much experi- 
mental evidence is quoted by EaGie and Saz * in 
29. Barber, M., Burston, J. Lancet, 1955, ii, 578. 


30. Shaw, C., Stitt, J., Cowan, 8S. T. J. gen. Microbiol. 1951, 5, 1010. 
31. Eagle, H., Saz, A. K. Ann. Rev. Microbiol.1955, 9, 173. 
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“their review on all of it 
pointing, like RouNTREE’s findings, to the conclusion 
that the antibiotic-resistant variants, now so common, 
are in fact preformed mutants which grow out 
selectively in the presence of the antibiotic. The only 
difference between this and FArRBROTHER’s view 
is that FamRBROTHER would regard such resistant 
forms as the begetters of the race, which are being 
restored to their original position by our malpractices. 

True, we may derive some comfort from the fact 
that many bacteria are less able than the staphylo- 
coccus to produce resistant forms—a point stressed 
by FrnLanp * in three recent papers on the emergence 
of antibiotic-resistant bacteria. Thus, with penicillin 
we have no resistant forms of group-A hemolytic 
streptococci, pneumococci, gonococci, or spirochzetes. 
It is probably true that tubercle bacilli and staphylo- 
cocci create the greatest clinical problems so far posed 
by antibiotic-resistant forms of pathogens, but we 
must not forget’ the gradually increasing clinical 
importance of such naturally antibiotic-resistant genera 
as, for example, proteus pseudomonas, and aerobacter 
and of the non-hemolytic streptococci and entero- 
cocci. Against any comfort we may get from 
conéluding that only a few genera of micro-organisms 
are involved, we must set the evidence which suggests 
that staphylococci are responsible for an ever-rising 
incidence of clinical infections of some severity in 
man. In their article this week Dr. DisNry and his 
colleagues quote findings which, if they are of general 
application, mean that any child of less than 2 years 
with clinical signs of pneumonia or of fluid has more 
than three chances to one of being infected with 
Staph. aureus. Among the staphylococci isolated 
by lung puncture from these infants, 20 strains were 
tested for sensitivity to antibiotics and 14 were found 
to be resistant to penicillin. Moreover, on p. 771 
Dr. Duncan Evans and Dr. Myrppiy Evans 
show that staphylococcal infection of the lower 
respiratory tract in adults may produce a severe and 
often fatal illness during influenza epidemics. In 
these cases the cause of death appeared to be the 
rapid and abundant production of staphylococcus 
toxin in the lungs. 

BropieE et al.* recently emphasised once again 
their view that in any particular hospital the important 
staphylococci may belong to only a few types carried 
in the noses of the staff. In exactly such circumstances 
RountREE et al.*4 report success in controlling neonatal 
staphylococcal infection by treating the noses of the 
staff with an ointment containing bacitracin and 
neomycin—a procedure following the method intro- 
duced by GouLp and ALLAN,*® whose choice of oxytetra- 
cycline, however, was in some ways less likely to 
be satisfactory for such a purpose. LEPPER ** suggests 
nine methods of dealing with the problems we have 
discussed: (1) combinations of drugs; (2) intro- 
duction of new drugs; (3) diminishing the use of a 
drug against which many resistant infections have 
appeared ; (4) reduction in the use of all antibiotics 
to a minimum; (5) use of drugs of limited anti- 
bacterial spectrum and their use in thei: ‘ainimal 
32. Finland, M. New Engl. J. Med. 1955, 253, 20, 969, 1019. 

33. Brodie, J., Sommerville, - a Wilson, S.'G. F. Brit. med. J. 
March 24, 1956, p. 667 

34. Rountree, P. M., ifeseltine, M., Rheuben, J., Shearman, R. P. 
Med. J. Aust. 1956, i, 528. 


35. Gould, J.C., Allan, w. 8. A. Lancet, 1954, ii, 988. 
36. meg H. Arch. intern. Med. 1955, 43, 399. 
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effective dose ; (6) bacteriological study before treat- 
ment of patients with chronic or mixed infections ; 
(7) treatment for evidence of infection but not for 
the mere presence of bacteria; (8) remedy, where 
possible, of underlying anatomical, immunological, 
or metabolic defects; and (9) precautions against 
hospital cross-infection. 

Certainly it is time that we abandoned the naive 
ignorance which’ underlies the apparently common 
assumption that the best thing a doctor can do for 
a febrile or potentially febrile patient is to “ hit his bugs 
hard.’ Most of these miscalled creatures are harmless 
when they are left, among plenty of others of their 
kind, to the rich natural antibacterial resources of 
the human body. If we were not so often and so 
uncritically anxious to do a bacteriological good deed 
where none is required, we should be far less likely 
to spread harm of a kind that it may soon prove 
impossible to control. 


Artificial Kidneys 

Soon after the late war, various modifications of the 
KotrrF artificial kidney were used fairly intensively in 
special centres in this country, and in 1948 we 
reviewed this early experience.’ It was not on the 
whole very encouraging, and the pendulum soon 
swung to a conservative régime for the treatment of 
acute renal failure.? * This can now be regarded as the 
standard treatment, and is in general use, with some 
modifications such as giving calories by vein rather 
than orally,* and delaying a rise in plasma-potassium 
by exchange resins in the sodium cycle.5 There seems 
little doubt that this practice is substantially sound, 
and it has saved many lives which might have been 
lost by ill-controlled attempts at active treatment by 
dialysis, which is generally recognised as requiring a 
trained team with frequent recourse to biochemical 
estimations. But some recent reports of extensive 
work with artificial kidneys prompt the question 
whether we may not in this country have carried 
conservatism to a fault. 

Most of the artificial kidneys now in use follow the 
pattern of Kotrr, in which the patient’s blood perfuses 
a ‘Cellophane’ tube round a rotating drum in a bath of 
suitable fluid. Brun in Copenhagen has now had long 
and favourable experience of a different type of 
artificial kidney,® in which blood is pumped between 
cellophane sheets which separate it from bath-fluid 
flowing in the opposite direction. This apparatus has 
the advantage of containing a much smaller volume 
of blood without sacrifice of efficiency. As M&eRRILL 
says, however, ‘the major factor in efficacy is the 
skill and experience of the operator, and this cannot 
be ineorporated in the design.’’? From his study of 
over 500 dialyses, MERRILL can speak with particular 
authority on the uses and limitations of the method. 
The indications are clinical rather than biochemical, 
and he regards ‘‘ nausea, vomiting, apathy, drowsiness, 
and weakness ’’ as the main evidences of ‘‘ a morbid 
state which cannot be relieved by the usual con- 
servative method of management.’ To these, we 
1. Lancet, 1948, i, 221. 

2. Borst, J. G. G. Ibid, p. 824. 

3. Bull, G. M., Jookes, A. M., Lowe, K. G. Ibid, 1949, ii, 229. 

4. Russell, C. 8., Dewhurst, C. J., Brace, J.C. Ibid, 1954, i, 902. 

5. Hvans, B. M., Hughes Jones, N. C., Milne, M. D., Yellowlees, H. 
Ibid, 1953, ii, 791. 


. Skegzs, L. T., Leonards, J. R. Science, 1948, 108, 212. 
. Merrill, J. P. Treatment of Renal Failure. New York, 1955. 
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might add uremic twitchings and pericarditis. This 
state of affairs is not usually reached in the first week 
of anuria, in civilian practice at any rate; but in 
traumatic surgery, with greatly increased tissue break- 
down, it may appear in a day or two, and the artificial 
kidney was widely used in Korea, with dramatic relief 
of uremic symptoms.® 

Early difficulties with the artificial kidney were 
largely related to disturbance of fluid and electrolyte 
balance, and they can be avoided by careful attention 
to the composition of the bath-fluid. Moreover, the 
dialysis gives an opportunity of correcting such 
electrolyte disturbances as have appeared spon- 
taneously or have been induced by evil practices such 
as overhydration. This important function of the 
artificial kidney has been reviewed by HAMBURGER 
and Ricuet ® in the first number of a new journal, 
Revue Francaise d’ Etudes Cliniques et Biologiques.'® 
In a series of 60 dialyses, they determined the con- 
centration of plasma-electrolytes before and at 
intervals after dialysis. Of the cations, sedium con- 
centration was normal or slightly reduced (others have 
found hyponatremia more common in anuria, on 
régimes which do not restrict water intake as rigorously 
as that of HAMBURGER); potassium was sometimes 
increased, magnesium was increased more commonly 
than potassium, and calcium was always reduced. 
Phosphate, sulphate, and organic acids were increased, 
while chloride and bicarbonate were reduced. All 
these anomalies were altered towards normal by the 
dialysis, and this change was accompanied by clinical 
improvement: “Au cours méme d’application, une 
calme euphorie remplace l’anxieuse agitation ou la 
somnolence hostile de ’urémique.’”’ Faced with this 
complex of biochemical improvement, and adding to 
it the fall in blood-urea, HAMBURGER and RICHET are 
guarded in ascribing individual changes to specific 
biochemical alterations. They suggest, however, that 
the raised magnesium concentration is related to 
drowsiness ; and that the increase in phosphate and 
sulphate has not been sufficiently heeded as a cause of 
symptoms. They claim that intestinal and peritoneal 
dialysis are less effective than the artificial kidney in 
removing phosphate and sulphate, and that these other 
types of dialysis are clinically less effective, in spite of 
a comparable effect in lowering the blood-urea. 

As MERRILL points out, the use of the artificial 
kidney is based on the assumptions that it can be used 
safely and effectively in sick patients and that the 
medical state in renal failure can be improved by 
removal of diffusible substances : from his six years’ 
experience he considers both these are justified. The 
practical difficulty is to assemble and maintain, not 
the kidney itself, but a team who are competent to 
use it and not to abuse it. Several centres in this 
country have now had time to appreciate both the 
general value and the occasional failures of con- 
servative treatment ; and some have turned to inter- 
mittent peritoneal lavage in selected cases.' There 
may be a place for one or two groups to devote 
themselves to further study of the artificial kidney. 

8. Meroney, W. H., Herndon, R. F. J. Amer. med. Ass. 1954, 


55, 877. 


9. J., Richet. G. Rer. franc. Etud. clin. biol. 1956, 
39 


10. Published by Editions Médicales Flammarion, 22, rue de 
Vaugirard, Paris, 6. There will be ten issues per year, and 
the annual subscription is 6300 francs. 

11. Grollman, A. Acute Renal Failure. Springfield, Ill., 1954. 
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Annotations 


PREVENTION OF INDUSTRIAL ACCIDENTS 


OF some 7 million workers employed in factories in this 
country over 450 are killed and about 160,000 injured 
each year: in addition over 250 workers are killed and 
more than 20,000 injured in workplaces other than 
factories subject to the Factories Acts. Though these 
figures are lower than the toll of accidents on the roads 
and in the home, they have far-reaching social and 
economic consequences—and all are preventable. In its 
recently published report,! the industrial safety sub- 
committee of the National Joint Advisory Council reviews 
the whole subject of industrial accidents and makes 
important recommendations for future action. The 
National Joint Advisory Council comprises representa- 
tives of the British Employers’ Confederation, the Trades 
Union Congress, and the boards of nationalised industries, 
under the chairmanship of the Minister of Labour and 
National Service, and it advises the Government on 
matters in which employers and workers have a common 
interest. The recommendations should therefore carry 
great weight with both sides of industry. 

Accident prevention is not new, because the Factory 
Department and voluntary organisations have paid close 
attention to it for many years. The subcommittee has, 
in fact, nothing very original to say on the subject, but 
it describes how organised action in this field developed 
out of common law relating to masters and servants and 
out of statutory protective legislation. In the first place, 
it was concentrated more on the provision and main- 
tenance of safe physical working conditions than on the 
human side of accident prevention. This is true even 
today, and the subcommittee, by implication, does not 
seem to think that the medical profession (though 
naturally it has to deal with the results of accidents) 
has a large part to play in accident prevention. The 
report points out that most accidents arise from ordinary 
everyday causes such as handling goods, using hand- 
tools, or falls; in nearly all cases there is some failure of 
the human element. No reference is made to the fact 
that doctors could give much greater assistance than 
they are at present called upon to do. Admittedly, the 
subcommittee says that team-work and coéperation are 
essential ‘* first of all in the workplaces between employers 
and workers, and between industry and the Factory 
Department, research organisations, voluntary organisa- 
tions, teaching bodies, and many others, such as archi- 
tects and doctors.’’ But it seems that the emphasis is a 
little out of perspective. 

The subcommittee’s recommendations in _ general 
constitute a plea for more of everything, except accidents. 
Both employers and workers should take more interest 
in the subject, and accident prevention should not be 
subordinate to production ; there should be more safety 
officers and works safety committees, and more training 
of workers, especially of young workers. Firms should 
insist upon getting premises and plant with ‘‘ built-in ”’ 
safety. Full use should be made of available knowledge 
and experience in the works, and, as necessary, informa- 
tion and advice should be sought from outside the works— 
in particular from Her Majesty’s inspectors of factories, 
the Factory Department publications, the Industrial 
Health and Welfare Centre, industrial organisations, 
specialist firms and consultants, and voluntary 
organisations. 

Hitherto industrial research organisations have usually 
concentrated on production problems, and it is hoped that 
safety research will now be accepted as a function of these 
organisations. Voluntary organisations, such as the 


1. Industrial Accident Prevention. Report of the Industrial 
Safety Sub-Committee of the National Joint Advisory Council. 
H.M. Stationery Office. Pp. 36. 1s. 6d. 


Royal Society for the Prevention of Accidents, should 
continue to develop opportunities for the exchange of 
information and experience, and arrangements for the 
dissemination of information and publicity material. 
The subcommittee thinks that, though the official Factory 
Department publications are excellent within limited 
fields, they are inadequate both in kind and range. As 
well as more techn‘cal papers for specialists, there is a 
great need for relatively brief and practical publications 
for employers and workers. The report recommends the 
production of films about safety in industry (though the 
present Government policy precludes direct expenditure 
of public funds on the production of such films); and 
arrangements are encouraged whereby such films could 
be made widely available through the Central Film 
Library. 

In the matter of training, the education departments, 
local education authorities, colleges, and schools should 
examine the possibility of further developing safety- 
training as a part of general education. For this purpose 
there should be liaison between the schools and colleges, 
industry, H.M. inspectors of schools, and H.M. inspectors 
of factories. Another point in the report is that the 
Factory Department should intensify its work on accident 
prevention with which it has been concerned for more 
than a hundred years, and the subcommittee comments 
on the future réle of the department in the light of its 
recommendations. The contribution of the inspectorate 
will be no less important in the future than it has been 
in the past, both in its enforcement functions and in the 
advisory work which often arises out of enforcement. 
As industry shows itself capable of achieving higher 
standards, it is hoped that there will be a further shift 
of emphasis in the work of the inspectorate from enforce- 
ment of the law to the giving of advice. It is important, 
however, that the standards of inspection should be high, 
and that the number of qualified inspectors should be 
maintained and increased as necessary. 

Finally, the report urges that all concerned should 
examine afresh every possible means of helping to 
promote higher standards of safety in industry, both 
directly and indirectly, and take the opportunities they 
have to increase their contribution. A standing national 
committee, including representatives of Government and 
industry, should be established to keep under constant 
review all aspects of industrial safety, including research. 


CHONDROMALACIA OF THE PATELLA 


FissurtnG and flaking of the articular cartilage of the 
patella (chondromalacia) is one of the commonest forms 
of degenerative change seen in joints. @wre,' in a series 
of post-mortem examinations, found these changes mostly 
in persons over the age of 20, but they are relatively 
rarely associated with symptoms. Since it seems that 
nearly ali adult knees show changes of this type, it is 
hard to assess the natural course of the condition. The 
cases studied by Karlson * suggest that chondromalacia, 
even when associated with symptoms referable to the 
knee, does not necessarily progress. Of 71 patients 
treated conservatively, only 20°% were substantially 
disabled by the knee. Arthritis deformans seemed to 
be a relatively uncommon development, and in this series 
it was never severe. 

Chondromalacia of the patella begins as a nodular 
swelling of the articular cartilage, which becomes opaque. 
The lesion is localised and is associated with a decrease 
in the condroitin-sulphate content. Fissuring and 
flaking may follow later, and may involve the whole 
articular surface. The flaking often produces scales 
which may result in cartilaginous loose bodies. Marginal 
osteophytes can later develop, and the femoral condyles 
occasionally show ‘‘ mirror ’’ lesions. 


1. Owre, A. Acta chir. scand. 1936, 77, suppl. 41. 
2. Karlson, 8. Ibid, 1940, 83, 347. 
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When these lesions produce symptoms, discomfort 
in the knee often begins after a minor injury. Pain 
and effusion are less common, and severe disability is 
rare. ‘‘ Catching’ in the knee, due to the roughened 
patella surface, is an occasional feature (true locking 
indicates the presence of a loose body). Wiles et al.* 
have pointed out two important physical signs: pain on 
grating the patella against the femur, and tenderness 
over the articular surface of the patella; this can be 
elicited by displacing the patella laterally. Karlson * 
attaches some importance to the presence of patella 
crepitus, but this sign may be misleading. Radiographs 
are of value only in excluding other joint diseases. 
Diagnosis should not be difficult, but associated lesions such 
as detachment of cartilage flakes, osteochondritis dissecans, 
and dislocation of the patella may also be present. 

Treatment may not be an easy matter. When 
symptoms are slight, the condition tends to improve 
spontaneously, but rest and short-wave diathermy 
may help. When disability is severe, the patella may 
be exposed and small areas of affected cartilage shaved 
off. When there is extensive disease, either the whole 
articular surface of the patella may be removed or the 
patella itself may be excised. Excision is usually indicated 
when the femur is also involved. Although the smaller 
lesions usually respond favourably, the results of the more 
extensive operations are less satisfactory. (Since these 
are selected cases, it is difficult to compare them with 
those treated conservatively.) If, however, as Wiles 
believes, chondromalacia is a precursor of osteo-arthritis, 
such operations may also be of prophylactic value. 


MR. DODGSON’S MIGRAINE 


Wuen he is awake, the normal person is aware of 
his body, its position in space, its size and shape in 
relation to other objects, the inter-relations of its various 
parts, and the continual changes in these relationships 
with bodily movements, or with growth and finally old 
age. Since Paul Schilder in Vienna and Henry Head in 
this country elaborated their ideas of such a “ body- 
image ’’ or ‘‘ schema,’’ the subject has been of perennial 
interest to neurologists and psychiatrists. The body- 
image is the resultant of a continuous stream of sensory 
impulses, both proprioceptive and exteroceptive, passing 
to the brain. There is now much evidence from local 
brain lesions to suggest that these impulses are elaborated 
and coérdinated in the posterior part of the parietal 
cortex in the region of the angular gyrus, which consti- 
tutes the ‘“‘ centre’’ for the body-image ; but it is still 
a matter of argument whether the centre is represented 
exclusively in the non-dominant hemisphere or whether, 
as seems more probable a priori, there is some bilateral 
representation. 

This is the mechanism which mediates the normal 
smooth manipulation of the body in space. As is often 
the case, the existence of such a mechanism becomes 
obtrusive only when its function is disordered. When 
the body-image is severely disorganised by some gross 
lesion such as a vascular accident or tumour, the 
ensuing behaviour is bizarre, To watch such a patient 
attempting to dress, to sit down in a chair, or to get into 
bed, will suggest at first a severe confusion or dementia, 
though subsequent examination may show that he is 
in fact fully orientated and his intellectual capacity in 
general is unimpaired. 

Perhaps of greater interest are the transient and 
episodic upsets seen in certain epileptic variants. These 
represent focal fits originating in the posterior parietal 
cortex. They range from some limited manifestation 
such as the sudden feeling that one limb is moving or has 
assumed some unusual posture, when it can be seen to 
be stationary or in quite a different position, to the 


3. Wiles, P., Andrews, P. 8., Devas, M. D. J. Bone Jt Surg. 1956, 
38B, 95. 


hallucinatory experience of a complete image of the self 
(autoscopy) projected into external space, such as the 
famous instance of Goethe meeting his double coming 
towards him on the road to Weimar. 

Similar disorders of body-image may be found in 
migraine, either as an aura to an attack or as a migrainous 
equivalent. Lippman?! drew attention to such phenom- 
ena and pointed out that the fantasies of altered bodily 
size and shape in Alice in Wonderland were very similar 
to the descriptions of their symptoms given by some 
migrainous patients. Recently Todd * has described 6 
further cases. He emphasises that these symptoms may 
sometimes occur apart from the more usual manifestations 
of migraine, and will often cause much anxiety and fears 
of insanity. Both he and Lippman point out that Lewis 
Carroll (C. L. Dodgson) himself suffered from migraine, 
and suggest, in Todd’s words, ‘‘ that Alice trod the paths 
and byways of a wonderland well known to her creator.”’ 
If that is so, English literature is the richer for Mr. 
Dodgson’s migraine. 


PSYCHOSOMATIC RESEARCH 


RESEARCH on mind-body relationships cajls for the 
ability to recognise clearly a change in mental state and 
an acceptable method of measuring its consequences in 
the body. Physiology may provide tested methods of 
measuring bodily changes, but psychology has not yet 
evolved ways of measuring changes of mental state. 
These difficulties have not deterred investigators, and 
during the past half-century a considerable volume of 
literature on the subject of psychosomatic relationship 
has accumulated. This literature is candidly described by 
the editors of the newly published Journal of Psycho- 
somatic Research®: ‘* Nowhere in medicine is there such 
a contrast between the wide span of theories and their 
narrow factual basis.’’ This new international journal 
has been started with the admirable object of encouraging 
workers on psychosomatic relationships to apply scientific 
methods to their studies. The editorial policy is to 
publish only the results of investigations in which 
hypotheses have been clearly formulated and tested by 
well-planned experiments, and the scope of the articles 
published will be wide enough to include controlled 
clinical investigations, animal, human, or experimental 
work, and relevant studies from such related fields as 
psychology, sociology, and anthropology. 

The first two papers of the new journal, by Dr. Brian 
Ackner, provide a good example of how psychosomatic 
relationships can be scientifically investigated. The 
problem was to study the effect of anxiety on peripheral 
vasomotor activity. Ackner considers possible methods 
of investigating vasomotor activity, and he concludes 
that the measurement of finger pulse-volume is the most 
suitable technique. Its advantages are that the apparatus 
is simple and unobtrusive, so that the subject’s emotions 
are not aroused by the procedure ; and it is sufficiently 
sensitive to define clearly the changes observed. Patients 
were chosen from psychiatric inpatients who complained 
of constant anxiety and appeared anxious and tense 
throughout the day. Observations made on this group 
were compared with observations on a second group of 
inpatients who were objectively and subjectively free 
from anxiety, and also with observations made on a 
group of normal persons. Previous work had shown that 
the peripheral vasomotor tone is affected by many factors, 
and it was necessary for this investigation to show that 
the effects observed were solely attributable to anxiety. 
The patients were observed in as basal a state as possible, 
and then all emotional effects were removed by inducing 
sleep with quinalbarbitone (‘Seconal’). If anxiety 
produces abnormal digital vasoconstriction, sleep in 
1. Lippman, C. W. J. nerv. ment. Dis. 1952, 116, 346. 

Todd, J. Canad. med. Ass. J. 1955, 73, 701. 
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anxious persons should be associated with an increase in 
finger pulse-volume, whereas untroubled patients, or 
normal people, would show no such change. The findings 
showed that the three groups studied differed significantly 
both in the size of the pulse-volume during the resting 
state and in the increase in pulse-volume during sleep. 
The increase in finger pulse-volume in the anxious patients 
clearly ‘distinguished them from the other two groups. 
The findings therefore indicate that anxiety is associated 
with an increased level of peripheral vasomotor activity. 

Other somatic manifestations of anxiety—tachycardia, 
increased blood-pressure and respiration-rate, and changes 
of skin electrical resistance—were found to be unreliable 
as measurable indications of anxiety. Further work may 
indicate whether the degree of anxiety is related to the 
amount of pulse-volume change as sleep ensues; if it 
does so, then we would have an objective method of 
assessing the degree of anxiety at different times in any 
one patient. It is very unlikely that the method could 
be used to assess by how much the degree of anxiety in 
one patient differs from that in another. 

After this good beginning, standards are not quite so 
high in the other papers in this new journal. If the 

‘narrow factual basis ’’ of psychosomatic research is to 
be widened, somatic manifestations and psychological 
disorders must both be clearly defined and described in 
specific terms. ‘‘ Mixed neurosis,’’ ‘‘ social inadequacy,”’ 
neurodermatosis *’ or -itis,’’ and ‘‘ social isolation ”’ 
are not precise terms. Control groups must be impartially 
investigated, and the tests used must be such that, when 
they are repeated in the same subject, the difference is 
less than the differences between normal and abnormal 
subjects. It seems likely that secure progress cannot be 
made in psychosomatic medicine until a better knowledge 
of psychosomatic physiology is available. Psychoso- 
matic research needs the work of investigators com- 
parable to Harvey, Claude Bernard, Starling, Dale, and 
Lewis, and one of the new journal’s aims will be to 
encourage this fundamental work. 


CAROTID THROMBOSIS IN THE YOUNG 


SEEMINGLY spontaneous carotid thrombosis in the 
young adult has been known as a rarity for fifty years or 
more. Carotid angiography has more recently uncovered 
a surprising number of such cases. The finding poses 
afresh the problem of etiology, because the usual degen- 
erative factors held to contribute to thrombosis do not 
apply at this age. A few thromboses can be clearly 
classified as traumatic. Blows to the neck, in boxing, for 
instance, may occasionally be responsible: the nature 
of the local injury and the timing of symptoms leave little 
doubt about the causal link. In one or two cases the 
circumstances suggest that some upset in water or elec- 
trolyte balance is the cause. Thrombo-angiitis obliterans 
and giant-celled arteritis are uncommon in any form, 
and even rarer as a cause of carotid obstruction.  IIl- 
defined constitutional factors, such as operate in families 
more than usually susceptible to thrombosis in general, 
presumably play a part; but in most cases the cause 
and even the occasion remain obscure. 

In 1942 Cairns! first suggested the possibility that 
damage to the carotid at some distance from the site of 
blockage may start a local thrombosis which then extends 
spontaneously. He described a closed head injury with 
thrombosis at the carotid syphon. Sedzimir * reconsidered 
the matter recently and gave details of 6 cases in which 
blunt injury to the head seemed to precipitate carotid 
thrombosis, starting intracranially and spreading down 
into the neck. In the 4 cases where the diagnosis was 
confirmed by necropsy or angiography the injury was 
frontal. In 1 there was an associated atheroma which 
probably contributed to the thrombosis. In all 4 some 


Cairns, H. Lisboa mndd. 1942, “19, 375. 
2. Sedzimir, C. B. J. Neurol. Psychiat. 1955, 18, 293. 


time elapsed between injury and the onset of signs of 
thrombosis, and in 2 this amounted to several days. 
Some of these cases undoubtedly confirm the view that 
head injury may initiate a spreading carotid thrombosis. 
Such a cause must therefore be carefully considered in 
apparently spontaneous carotid thrombosis in the young. 
The relationship may the more easily be missed since not 
all the recorded cases had severe. head injuries and there 
was a variable interval between the trauma and its effects. 
At a time when thrombotic disease seems to be on the 
increase, any information about the factors causing or 
favouring its production has a general interest and 
application. 


SYNTHETIC ARTERIES 


THE replacement of diseased or blocked arteries by 
human homografts is undoubtedly one of the major 
surgical triumphs of recent years. Large series of success- 
ful transplants in the distal aorta have been recorded by 
DeBakey and Cooley! and Bahnson?; more recently 
Holmes Sellors * has described 3 patients with coarctation 
of the aorta associated with a proximal aneurysm in 
which both lesions were resected en bloc and continuity 
restored by an arterial graft. We recently suggested * 
that the by-pass operation for femoral-artery blocks holds 
great promise. Admittedly, despite many experiments 
with the preservation and sterilisation of homologous 
vessels, there remain many objections to their use. It is 
not always easy to obtain a sufficient number and range 
of young homologous aortas or smaller arteries, and their 
sterility may be difficult to ensure. Freeze-dried or 
quick-frozen arteries are non-viable and depend essentially 
on their elastic fibres to prevent the dilatation and 
disruption which is occasionally reported.’ ® Even so, 
the results of homologous arterial transplantation are 
good, although sufficient complications and difficulties 
have been described to make safer replacements desirable. 

Blakemore et al. suggested’ that fabric tubes might 
be used as an alternative, and they later demonstrated 
that ‘ Vinyon N ’ cloth, folded and stitched longitudinally 
in a tube, was in fact capable of acting as a scaffolding 
for the ingrowth of fibroblasts. Many technical questions 
immediately presented themselves, some of which are 
gradually being answered. Impermeable tubes are less 
satisfactory than a mesh weave which allows fibroblastic 
ingrowth for the surrounding host tissue to form a new 
intima ; but if the mesh is too big, with holes of larger 
than 50-100 yp, then there may be uncontrollable and 
fatal oozing through the wall. Hufnagel ® used ‘ Orlon’ 
and ‘ Dacron ’ cloth because their water-repellent qualities 
limit this type of bleeding: others have used ‘ Ivalon’ 
sponge and polyvinyl sheets. A serious objection to all 
fabric grafts is the possibility of kinking with subsequent 
clotting’ if the insert material is too long or if the graft 
crosses a flexion area sugh as the groin, axilla, or popliteal 
space. To overcome this ‘‘ wrinkle *’ thrombosis, Edwards 
and Tapp ?° have experimented with crimped or con- 
certinaed’’ nylon tubes, which are treated with silicone 
to discourage bleeding through the open mesh. This 
design has the advantage of allowing the graft to take 
up slack and pass round sharp angles without wrinkling. 
The rough corrugated inner surface to the crimped tubes 
causes much turbulence in the blood-flow; but, 
although one might suspect that this would encourage 
postoperative clotting, this was not in fact so, even with 
tubes of a diameter of 0-5 cm. 


1. DeBakey, M. E., Cooley, D. “4 Ann. Surg. 1954, 139, 763. 
2. Bahnson, H. T. Ibid, 1953, 138, 377. 

3. Holmes Sellors, T. Brit. J. Surg. 1956, 43, 365. 

4. Lancet, Jan. 14, 1956, p. 93. 

5. Brock, R. C. Guy’s Hosp. -. 1953, 102, 203. 

6. Hamblin, R. G., Lord, J. W. ‘Amer. med. Ass. 1954, 155, 1406. 
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The various combinations of filament size, weave, 
synthetic material, and its treatment which are now 
obtainable from the manufacturers are enormous, and 
it is obvious that much further research is needed to 
define the best type of tube. It seems likely, however, 
that improved fabrics will very soon be in use, and they 
may largely replace arterial homografts. 


ALDOSTERONE 


Recent work has illustrated that our understanding 
of the syndromes associated with excessive secretion of 
aldosterone is by no means complete.'! The chief problem 
at present lies in reconciling the clinicians’ identification 
of a syndrome which they believe to be due to increased 
aldosterone secretion with the biochemists’ failure to 
detect increased amounts of aldosterone in the urine or 
blood. This difficulty has arisen on at least two occasions. 
The first patient was described in our columns by Dr. 
Chalmers and his colleagues,? and had the characteristic 
features believed to be due to excessive aldosterone 
formation : intermittent muscular pains, cramps, weak- 
ness, and paralysis; hypertension ; polyuria, nocturia, 
and albuminuria; hypokalemia and alkalosis. The 
second case (an even more difficult diagnostic problem) 
was described by Dr. M. D. Milne to the section of endo- 
crinology at the Royal Society of Medicine on April 25. 
An otherwise healthy woman complained of occipital 
headaches, was found to have hypertension, and was 
referred to hospital. A routine electrocardiogram revealed 
the changes of hypokalemia which was confirmed by 
flame photometry. There was no muscle weakness or 
tetany, and no adrenal tumour was seen on X-ray 
examination, even after air insufflation and tomography. 
Nevertheless both patients were found at laparotomy to 
have adrenocortical tumours, removal of which righted 
the biochemical abnormalities, and in neither was there 
preoperative evidence of increased urinary excretion of 
aldosterone. One possible explanation for this paradox is 
that the tumours were secreting some hormone other 
than aldosterone but with similar physiological effects ; 
or it may be that the present methods for estimating 
aldosterone are unsatisfactory. A similar difficulty has 
also arisen in the investigation of toxemia of pregnancy. 
In patients with this condition increased amounts of a 
sodium-retaining substance are excreted in the urine, as 
judged by bio-assay procedures. 4 With justifiable 
speculation it has been suggested that this substance is 
aldosterone, but Dr. J. D. Martin and Dr. I. H. Mills 
reported, in a communication to the Society for Endo- 
crinology on May 4, that they had failed to find any 
difference in the amounts of aldosterone excreted by 
normal pregnant women and patients with toxemia. 
Venning and Dyrenfurth ® have briefly reported similar 
negative results. 

At the Royal Society of Medicine Dr. J. F. Tait reviewed 
very clearly the methods, biological and physicochemical, 
for estimating aldosterone. Since the ratio of hydro- 
cortisone to aldosterone secreted is about 60 to 1, the 
amount of aldosterone in the blood (0-08 ug. per 100 ml.) 
and in the urine is extremely small, and this is largely 
responsible for the difficulties of estimation. Nevertheless 
there remains a disturbing and unexplained difference in 
the quantity of aldosterone found in normal urine by 
British ° and Swiss 7 workers. Little is known of the form 
or forms in which aldosterone is excreted. According to 


1 Lancet, Jan. 1956, p. 141. 

2. Chalmers, J. M., Fitzgerald, M. G., James, A. H., Scarborough, 
H. Ibid, p. ar 

3. Chart, J. J., Shipley. E. G., Gordon, E. 8. Proc. Soc. exp. Biol., 
N.Y. 1951, 78, 

4. Venning, E. H., a B., Carballeira, A., Dyrenfurth, I. 

Beck, J. C., Giroud, C. P. Collog. Endocrinol. 1955, 8, 190. 

. Venning, E. H., Dyrenfurth, I. J. clin. Endocrin. 1956, 16, 426. 

. Simpson, 8. A., Tait, J. F. Rec. Progr. Hormone Res. 1955, 11, 206. 
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Dr. Tait, the yield is increased threefold by hydrolysis 
at pH1; Venning and Dyrenfurth ® used both acid and 
glucuronidase hydrolysis. Failure to hydrolyse all the 
conjugates, as well as lack of knowledge about the meta- 
bolites of aldosterone, may therefore be in part responsible 
for the low urinary excretion in some cases of alleged 
hyperaldosteronism. Dr. Tait suggested that the nephro- 
pathy caused by hypokalemia * ® might result in dimin- 
ished excretion of aldosterone in patients with hyperaldo- 
steronism, but he emphasised that in the patient studied: 
by Chalmers et al. the blood-level was not raised. Dr. 
I. Bush put forward a point in favour of regarding some 
cases of ‘‘ hyperaldosteronism ”’ as due, not to aldosterone, 
but to some unidentified hormone. He contrasted the 
large amounts of aldosterone excreted in secondary 
aldosteronism (cirrhosis, nephrosis, and congestive 
cardiac failure) and the much smaller or normal amounts 
in some cases of alleged primary aldosteronism. Until 
these questions have been resolved, diagnosis and manage- 
ment of primary aldosteronism must rest, as ably shown 
by Dr. Milne, on the clinical findings and metabolic 
disturbances, without depending on the detection of 
increased amounts of aldosterone in the urine or blood. 


ELECTROLYTES IN TUBERCULOSIS 


ABNORMALITIES of the serum-electrolytes have been 
described in tuberculous patients, both with and without 
antibacterial treatment. Hypokalemia has been demon- 
strated during treatment with p-aminosalicylic acid 1°~™ 
and with viomycin.'*!* Low serum-sodium or serum- 
chloride may be found in untreated patients who are 
very ill with miliary, meningeal, or pulmonary tuber- 
culosis, but no important changes in serum-potassium 
have been found.'® Crofton and his colleagues '*® have 
lately reported 4 instances of low serum-potassium in 
patients with miliary tuberculosis having antibacterial 
treatment that included neither isoniazid nor viomycin. 
The serum-chlorides were also low in 3 of their patients. 
In all 4 there were severe symptoms of hypokalemia 
with lethargy and profound muscular weakness ;_ but in 
only 1 did the symptoms appear during the acute phase 
of the illness. 2 patients had symptoms during con- 
valescence, and in another they were preceded by an 
attack of biliary colic and vomiting. Simple replace- 
ment therapy with sodium, potassium, and chloride 
produced considerable improvement, and in at least 
2 patients it may have been life-saving. Crofton et al. 
conclude that the electrolyte disturbances were due to 
the cumulative effects, in severely ill patients, of decreased 
potassium intake (the result of poor appetite), and to 
increased potassium loss caused by mild diarrhcea and 
occasional vomiting, with, possibly, poor renal conserva- 
tion.!7 It was not possible to examine the electrolyte 
balance in such gravely ill patients ; but Crofton et al.’s 
paper is published at an incomplete stage of their 
investigations in order to draw attention to the condition. 
Electrolyte upsets in tuberculosis may be more common 
than published reports suggest ; and it is possible that 
some who ‘‘ just fade away’ may in fact die from this 
remediable cause. 
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Tue work of any institution must depend primarily 
on the demands made on it. We therefore attempt here 
to describe the work of a chest clinic from the organisa- 
tion of a particular clinic and from all the new cases 
seen there in 1954, in much the same way as has been 
done by Avery Jones (1953) for a regional hospital and 
by Gibson (1955) for a geriatric unit. In this way, we 
hope, a composite picture of the function of the various 
units of the health service will gradually be painted. 


Patients 


The patients seen in a chest clinic can be succinctly 
divided into tuberculous and non-tuberculous. The chest 
clinic since 1948 has seen two simultaneous processes : 
(1) a decrease in responsibility for non-respiratory cases 
of tuberculosis (although contacts and other environ- 
mental factors are still dealt with); and (2) an increase 
in the number of patients with respiratory symptoms 
from any cause referred to the clinic. The increase in 
the latter has greatly exceeded the decrease in the former. 


TABLE I—INCREASE IN NUMBER OF PATIENTS SEEN FROM 
1950 ro 1954 


— 1950 1952 1954 
New patients referred to clinic a 2264 5846 8496 
No. of persons radiographed . . ee 8121 13,813 18,877 
No. of X-ray examinations (units) .. 21,812 29,917 39,285 
Sessions held oe a ge 98 1420 1630 


Table 1 shows the increase in nutmbers referred to the 
clinic from 1950 to 1954 (when the attendances numbered 
31,066). 

Equipment 

Since the chest clinic is increasingly being regarded as 
an outpatient department dealing with all respiratory 
diseases, it is usually equipped to deal with such diseases. 
Thus, the building of the Harrow clinic, which serves a 
population of about 225,000 consists of a waiting-room, 
18 dressing-cubicles, 3 consulting-rooms, and rooms for 
the radiological department, general clerical staff, 
almoner, health visitors, clinical investigations, and 
records. 

Radiography now plays a vital part in chest work, 
and the clinic has a four-valve set with rotating anode 
tube, a tilting couch with tomographic attachment, and 
an ‘ Odelea’ mirror-camera for miniature radiography, 
Placed between two of the consulting-rooms and 
accessible from each is a screening-room containing a 
separate X-ray screen, so that films of the patient can 
be supplemented by screening when necessary. 

The clinic also has spirometers for testing respiratory 
function and an _ electrocardiogram for differential 
diagnosis. 

Staff 

The clinic staff consists of a medical team comprising 
a whole-time consultant physician, assistant physician, 
registrar, and two part-time assistant physicians who 
between them hold five sessions a week in the clinic. 
The whole-time medical staff are also responsible for the 
ward care of patients in the associated hospitals, Edgware 
General and Colindale. The remainder of the clinic 
staff consists of one whole-time radiographer, one part- 
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time radiographer, a dark-room assistant, a trained 
almoner, four health visitors, an administrative officer, 
two medical secretaries, four other clerks, and a 
receptionist. 

Referral of Patients 

Patients seen and examined by the medical staff may 
be referred by direct appointment by their general 
practitioners or come via the ‘* X-ray only ’’ sessions 
(Trenchard and Grenville-Mathers 1952). General prac- 
titioners are naturally reluctant to refer patients to a 
consultant for an opinion where respiratory symptoms 
are minimal or of short duration, but they welcome the 
opportunity for having a chest radiograph taken of the 
patient without the necessity for making an appointment. 

These radiographic sessions are held daily and usually 
last thirty to forty-five minutes. Two views are taken 
of each patient with an odelea camera producing an 
image measuring 70 x 70 mm. The films are read 
the following day, and a report is posted to the general 
practitioner. Where abnormalities are seen an appoint- 
ment is sent to the patient, and the referring practitioner 
is notified accordingly. 

This latter system of reference to the chest clinic, 
originally started as an auxiliary system, has now become 
the principal way by which patients are referred and is 
particularly valuable in detecting early cases of respira- 
tory tuberculosis and bronchial carcinoma. Thus, in 
1954, only 280 patients were referred direct by their 
general practitioners, whereas 6041 were first sent to the 
X-ray only ’’ session. 

Whereas the mass miniature-radiography units are 
now finding only 2 cases of pulmonary tuberculosis per 
1000 adults radiographed, this session in 1954 yielded 
17 cases of pulmonary tuberculosis, and 5 cases of 
bronchial carcinoma per 1000 aduits radiographed, 
with an incidence of 62 per 1000 in men aged more 
than 45. 

In addition to the above methods of reference patients 
are seen in domiciliary consultation at the request of the 
practitioner. In view, however, of the need for a chest 
radiograph in many of the latter patients, the practi- 
tioner concerned often arranges by telephone for the 
patient to attend the clinic by ambulance and stretcher. 

Such a system of working means that the work of seeing 
patients for the first time is quite onerous because the 
great majority have already been through a radiographic 
sieve and therefore usually have some definite radio- 
graphic abnormality. 

Other patients seen for the first time in the clinic 
include those referred by the directors of the mass 
miniature-radiography units (56 patients in 1954) ‘and 
those referred by colleagues in other departments. 

The full radiographic facilities of the clinic are also 
used for routine chest radiographs—e.g., pre-employ- 
ment radiographs of management committee staff, 
annual radiographs of nurses, and radiographs of school 
entrants found to be tuberculin-positive. At the request 
of the school medical department tuberculin testing of 
children is also done in addition to the routine tuberculin 
testing of all children referred to the clinic for the first 
time by general practitioners and school medical officers. 


New Cases in 1954 


1602 new cases received full clinical and radiographic 
investigation in 1954 in addition to 965 new contacts 
of tuberculous patients. Table 11 shows that 8496 
patients were originally referred to the clinic and the 
number in each category of reference requiring to be 
recalled to the clinic for further examination. The 
various diagnoses made in the 1602 recalled cases can be 
seen in table 11, which shows a large group of unclassified 
cases, mostly in children. The children were mainly 
referred for an opinion after a respiratory infection during 
the course of a specific fever. Many of the adults in this 
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TABLE II—SOURCES OF PATIENTS REFERRED IN 1954 


No. of 
patients 
No. of secalied Rec all 
persons as new rate 
referred (%) 
ases for 
diagnosis 
* X-ray only eessions we 6041 1106 18:3 
Ne w contacts of tuberculosis cases. . 965 22 2-2 
Routine radiographs . . 197 97 49-2 
Direct reference by general 
practitioners. . 280 280 100-0 
From mass miniature- ‘radiography 
units .. ‘ 56 56 100-0 
From other consultants ee 41 41 100-0 
Tuberculin testing of children 831 
Patients with tuberculosis referred 
from other areas ‘ 85 
‘Total 8496 1602 


unclassified group were patients referred to find out if 
full resolution had taken place after a pneumonic infection 
and to exclude the possibility of an underlying carcinoma. 

Bronchial carcinoma is becoming of increasing import- 
ance in chest work. In 72-6% of the 84 cases of bronchial 
carcinoma shown in table 11 the diagnosis was established 
pathologically by bronchoscopic biopsy, by finding of 
malignant cells in sputum or pleural fluid, by thoraco- 
tomy, or at necropsy. In most of the remainder patho- 
logical proof has not yet been obtained, because the 
patient’s age and/or general condition makes surgery 
unadvisable. A thoracic surgeon attends on one after- 
noon a week to do bronchoscopy, operable cases of 
bronchial carcinoma being admitted direct to a thoracic 
surgical unit; and a follow-up examination of both 
doubtful cases and patients who have undergone resection 
is done in the chest clinic at a joint session held with the 
medical staff and the thoracic surgeon. Suitable inoperable 
cases of bronchial carcinoma are referred to the regional 


radiotherapy centre and then continue under clinic 
observation. 

Respiratory tuberculosis is classified under three 
headings : 


(1) Notified cases are those in which there is no doubt that 
an active lesion requiring treatment is present. The sputum 
in most cases is proved to contain tubercle bacilli either by 
direct smear or culture. 


TABLE LII—-DIAGNOSES IN THE 1602 NEW CASES 
Average 
Diagnosis Male Female Total age 
(yr.) 
Respiratory system 
Tuberculosis (notified) . 98 54 152 (94%) 37 
Tuberculosis (observation) 104 109 213 (13-2%) 38 
Inactive tuberculosis 62 98 160 (9°9%) 54 
Bronchitis and emphyse ma 110 42 152 (9-4%) 56 
Bronchial carcinoma ‘ 76 8 84 (5-2%) 58 
Spontaneous pne umothorax 11 0 11 (0-6%) 33 
Pneumonia 137 47 184 (11-5%) 39 
Sarcoidosis. . 6 0 6 (04%) 30 
Bronchial asthma at 14 14 28 (16%) 32 
Pleurisy .. 24 16 40 (24%) 46 
Bronchiectasis 19 20 39 (2:4%) 28 
Pneumoconiosis .. 8 0 8 (0-4%) 58 
Pulmonary embolus 1 5 (03%) 54 
Lesion of upper re respira- 
tory tract ° 23 29 52 (32%) 20 
Pertussis . 1 3 4 (0-2%) 6 
Congenital abnormality = 5 7 12 (0-7%) 36 
Fractured rib 0 2 2 (0-1%) 25 
Hemoptysis (no other 
abnormality) .. 40 32 72 (44% 40 
Unclassified sa 110 289 (18-0% 15 
Cardiovascular system : 
Cardiac failure (including 
cor pulmonale) .. os 16 26 (1:6%) 61 
Hypertension ine a 6 12 18 (1:1%) 56 
Mitral stenosis 0 9 (0-5%) 31 
Coronary thrombosis we 6 0 6 (03%) 48 
Miscellaneous 5 1 6 (03%) 30 
Other systems : 
Tuberculosis (notified) .. 10 6 16. (0-9%) 21 
Miscellaneous oe 4 4 8 (04%) 50 
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2) Observation cases comprise patients who radio- 
graphic evidence of tuberculosis but in whom there is doubt 
regarding the activity of the lesion, the sputum being negative 
and serial radiographs and observation being necessary for 
a final assessment of activity of the lesion. 

(3) Inactive cases consist mainly of patients whose radio- 
graphs revea: calcified or hard shadows but who have no 
symptoms or physical signs. 


Tuberculosis Contacts 

All domiciliary contacts of both notified and observa- 
tion cases attend the clinic both for chest radiography 
and a tuberculin test. In 1954 22 contacts were found 
to have a definite lesion when seen for the first time in the 
chest clinic, and 11 of them were notified as having active 
tuberculosis. There is an average of 4 domiciliary 
contacts for each case of tuberculosis. Continued 
follow-up of contacts is restricted to those in whom it 
is thought that there is some risk of subsequent develop- 
ment of tuberculosis, such as those in susceptible age- 
groups and those in persistent contact with a patient 
with positive sputum. Where it is considered desirable, 
B.c.G. vaccination of young contacts is done. Despite 
selection of contacts requiring continued supervision 
there were 5314 attendances in 1954. 


Treatment of Tuberculosis 

We now have various methods of treating pulmonary 
tuberculosis and are only beginning to realise the great 
value of prolonged treatment with streptomycin, 
p-aminosalicylic acid, and isoniazid. As a result there 
has been a big drop in the death-rate from tuberculosis, 
whereas the incidence of tuberculosis has decreased 
only a little. As a result all chest clinics have a bigger 
register of cases. 

The Ministry of Health lays down that all patients 
must be followed up for at least five years from the time 
the tuberculosis becomes quiescent before they can be 
classed as recovered. Patients are usually seen at increas- 
ing intervals during this period and, unfortunately, 
relapses are discovered each year. 

Before 1948 tuberculosis was one of the few diseases 
for which treatment was free and patients usually agreed 
to go wherever a bed was available. Since the intro- 
duction of the National Health Service Act there has 
been an increasing reluctance, and even refusal, of 
patients to go far away from home, with the ensuing 
paucity of visitors. The acute shortage of beds which 
existed up to two years ago led to the institution by 
chest clinics of domiciliary treatment, early admission 
to hospital being reserved for homeless persons living 
in lodgings and for those with poor housing conditions. 
Today the general standard of housing is much improved, 
and many patients prefer to have most of their treat- 
ment at home, being admitted to hospital only for 
minor collapse measures or to a special chest hospital 
for major surgical operations. Such a programme means 
that the patient remains mainly under the care of his 
own family doctor, and his progress is usually reviewed 
monthly at the chest clinic, transport being provided 
by the ambulance service, and streptomycin being 
injected by the district nurse. 

Advice in the prevention of the spread of tuberculosis 
is given by the health visitors, who are employed by the 
local-health authority (in this area the Middlesex C ounty 
Council) and work from the chest clinic, so that they are 
in close contact with the medical staff. Some patients 
are admitted to the general-hospital beds for various 
periods for assessment or for such procedures as induction 
of an artificial pneumothorax or pneumoperitoneum 
and the division of pleural adhesions. These beds are 
also essential for the admission of emergencies in patients 
treated at home and for patients with conditions which 
it is undesirable to admit to a general medical ward 
when there is a possibility that tuberculosis may be 
the cause. 
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Some patients are treated for respiratory tuberculosis 
without ever being admitted to hospital, although it is 
desirable that all patients should have a period in a 
chest hospital, at least during the time of up-grading, 
in addition to those admitted for major surgical opera- 
tions. In recent years there has been a decline in the 
popularity of minor collapse measures in the treatment 
of respiratory tuberculosis in favour of more permanent 
collapse therapy, which obviates, for upwards of three 
years, any need for weekly attendance for refills. In 
spite of this the attendances at the refill clinics in 1954 
were 9262. 

Resettlernent 


In chest medicine the resettlement of the patient is 
automatically considered as a routine part of treatment 
(Fowler 1955), and whenever fresh employment is 
required it is arranged through the resettlement clinic 
(Grout 1952). The greatest difficulty is found in attempt- 
ing to reable patients with chronic bronchitis and 
emphysema. 

Summary 


An account is given of the staffing, equipment, and 
work of a chest clinic. 

The attendances in 1954 and the various types of 
chest diseases found are analysed. 

Attention is drawn to the striking increase in the 
number of attendances during the past five years and 
of the way in which the chest clinic is increasingly being 
regarded as an outpatient department dealing with all 
diseases of the respiratory tract. 
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Centenary Celebrations 


The centenary celebrations of the Society of Medical 
Officers of Health, held in London last week under the 
presidency of Dr. C. F. White, included an oration by 
Lord Adrian, 0.M., an exhibition arranged by the Well- 
come Historical Medical Museum, and a dinner given by 
the Corporation of London. 


LORD ADRIAN'S ORATION 


Lord Adrian surveyed past achievements—work that 
cannot be fully indicated by statistics, since it has not 
only prolonged but also transformed our lives—and 
looked into the future, pointing to new fields for 
endeavour. Much remains to be done, he suggested, in 
the field of mental welfare. 


‘“The problems raised by the village idiot, the tramp, the 
feckless mother, and the idle apprentice have exercised social 
reformers and lawgivers without number. Mental defective 
children must have been given a training more or less adapted 
to their capacity long before there were intelligence quotients 
and special schools with medical officers to send them there. 
But past attempts to deal with social misfits have little to tell 
us about the kind of research we should undertake now. Most 
of them were aimed more at the welfare of the community than 
at that of the individual. With a more stable society we can 
afford to be more sympathetic to mental inadequacy, and we 
have come to doubt the efficacy of punishment in this world or 
of the threat of it in the next as a deterrent to faulty 
behaviour.” 


The results of mental-health measures were seldom 
as clear-cut as those of measures for physical health. 
Reports on the former must be based much more on 
general impressions, and these would have little value 
unless they were made by someone with knowledge of 
mental hygiene and the time to study it. There was a 
danger that, by too much insistence on measures that 
had not been well considered and by too much official 
visitihg and advice, the mental health services might 


forfeit the coéperation without which they would cer- 
tainly fail—coéperation from the general practitioners, 
the schoolmasters, the parents, and the public at large. 
There was also a danger that too much insistence on 
mental health would raise a new standard of good—or 
rather of uniform—behaviour. ‘‘ We must aim at a 
stable and contented society but not one without the 
reformers and critics and eccentrics, the people who will 
not conform and are a nuisance to their fellows. ... We 
must allow some revolt because our nature, as beings 
with human brains, ensures that we shall sometimes be 
discontented however wisely we are brought up, even 
though we are steered through infancy and adolescence 
with just the right amount of parental affection and the 
schooling which will make us responsible units ina 
democratic society.” 


EXHIBITION 


The exhibition, at the London School of Hygiene and 
Tropical Medicine, is mainly retrospective, showing the 
society’s progress over the past hundred years, but such 
retrospection is vastly rewarding. From the first tentative 
beginnings in Liverpool, where the medical officer of 
health had to struggle not only with the immense diffi- 
culties of his task but also against personal poverty and 
public indifference, the exhibition traces, by means of 
pictures, diagrams, memoranda, diaries, and newspaper 
cuttings, the path to the modern health service. Mr. 


.Punch’s outbursts over the years—humorous, scathing, 


or indignant—are displayed to good effect. 

This admirable exhibition will be on show from 10 a.m. 
to 5 p.M. on Mondays to Fridays until further notice. 
_ doctor will fail to find here some item of interest to 

im. 


CITY’S DINNER 


At the dinner, on May 15, the Lord Mayor observed that 
the post of m.o.n. for the city, from which the society’s 
president had just retired, was first occupied by Sir John Simon. 
The Lord Mayor reflected that throughout the ages men had 
sought the right thing to say about doctors. The work of those 
in public health was less spectacular than that of clinicians ; 
but they could take pride in important achievements—for 
example, in the control of diphtheria and tuberculosis, and in 
promoting the health of children. Dr. White, replying for the 
society, admitted that Simon was not the first M.o.H.: his 
appointment in 1848 was just preceded by that of an M.o.H. 
for Liverpool ; but he would not hazard a guess whether 
that was because Liverpool was more enlightened or because 
it was dirtier. Mr. 8. E. Cohen, chairman of the public-health 
committee, proposed The Guests; and Mr. R. H. Turton, 
the Minister of Health, and Prof. C. Fraser Brockington 
replied. Mr. Turton thanked doctors in the public-health 
service for their coéperation in the programme for vaccination 
against poliomyelitis, but expressed concern at the unsatisfac- 
tory rate of immunisation against diphtheria. As Minister of 
Health he was not concerned with all the M.o.H.’s activities; for 
in 1951 (before the days of the garden of Eden) the Ministry of 
Housing and Local Government had been set up, and now he 
was not responsible for water or sewers. The Lord Mayor 
responded to the toast of The Lord Mayor and Corporation 
proposed by Sir Allen Daley. 


Epidemic Keratoconjunctivitis on Clydeside 


Since last November an _ outbreak of kerato- 
conjunctivitis has caused considerable disability among 
workers in heavy industries on Clydeside. The number 
of cases increased rapidly at the beginning of January, 
when there was a minor epidemic in a large shipyard, 
and the disease has since spread to involve other ship- 
yards and industries. Complement-fixation tests with 
the A.P.c. group virus antigen showed significantly 
rising titres in 5 out of 7 paired serum samples taken 
in the early and convalescent phases of the illness. 
Tests on 52 sera taken on the same day from cases of 
different durations, ranging from 1 to 112 days after 
onset, showed predominantly high titres after the 14th 
day but low titres before the end of the second week. 

These findings suggest that a virus of the A.P.c. group 
is responsible for the outbreak. Attempts to isolate and 
identify the serological type of virus involved have not 
yet succeeded. 
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Special Articles 


COMPOSITION OF FLOUR 


THE panel appointed by the Government in May, 1955, 
to investigate the composition and nutritive value of flour! 
has now reported.? Its main conclusion is as follows : 

“ Taking into account all the circumstances, and bearing in 
mind particularly the needs of the vulnerable groups in the 
population, the Panel concludes that the available evidence 
does not reveal any ascertainable difference between National 
flour as defined in the Flour Order, 1953, and flours of extrac- 
tion rate less than National flour, to which vitamin B,, nico- 
tinic acid, and iron have been restored in the amounts specified 
in the Flour Order, 1953, which would significantly affect the 
health of the population in any foreseeable circumstances. 
They believe, however, that differences between low extraction 
flour enriched as specified and low extraction flour not so 
enriched are significant.”’ 

Last week the Minister of Agriculture, Fisheries, and 
Food announced that the Government had accepted this 
conclusion (see p. 810). 

National flour is defined under the Flour Order, 1953, as 
follows: containing the maximum quantity of wheat germ 
which, having regard to the type of milling, can be included in 
such flour ; (2) not including any coarse or added bran ; and 
(3) consisting of wheat flour, being either of 80% extraction 
or of substantially the same nature and containing substan- 
tially the same quantities and proportions of constituents as 
flour of 80% extraction. 


THE CONFLICTING VIEWS 

The panel summarises two conflicting views. 

On the one hand, the Government’s medical and 
scientific advisers and the Medical Research Council 
claim that, since bread contributes, on a national average, 
a third of the total calories of the diet, National flour of 
80% extraction makes it virtually certain that the diet 
as a whole will provide enough protein, vitamin B,, 
nicotinic acid, and iron, and that, in addition, such flour 
provides useful quantities of other essential nutrients for 
which the criteria of adequacy are less well defined. If 
the extraction-rate were lowered to 70%, there would be 
a loss of protein, vitamin B,, nicotinic acid, and iron ; 
and, even if these two vitamins and iron were restored 
by enrichment, a reduced intake of other vitamins 
might in some circumstances be reflected in nutritional 
deficiencies. 

The representatives of the milling industry, on the 
other hand, claim that between National flour of 80% 
extraction and whiter flour of lower extraction, enriched 
with vitamin B,, nicotinic acid, and iron to the levels 
obtaining in National flour, any differences in composition 
are insignificant when related to the diet as a whole. 


TRIAL IN GERMAN SCHOOL-CHILDREN 

The panel refers to the trial in undernourished German 
children of flours with different degrees of enrichment 
and different extraction-rates (from 70 to 100%).3 The 
principals in this trial told the panel that their experience 
would lead them to believe that the difference between 
unenriched low-extraction flour and higher-extraction 
flours is less than was thought at the time of the Confer- 
ence on the Post-War Loaf ‘ and is probably small enough 
to be ignored when the diet is otherwise well balanced. 


THE PANEL’S CONCLUSIONS 
The panel concludes that a true 80%-extraction flour 
will contain, as compared with flour of lower extraction- 
rate (taking 70% extraction as a reference-point): (a) 
- HENRY COHEN, F.R.C.P. (chairman) ; 


F.R.S.; Prof. J. H. GADDUM, 8c.D., 
A. MORTON, D.SC., F.R.8.; and Prof. 


1. The members were : 
Mr. A. Cc. CHIBNALL, .D., 
Prof. R. 


2. Re port of the Panel ‘on Composition and Nutrititive Value of 
Flour. Cmd. 9757. M. Stationery Office. Pp. 34. 1s. 6d. 
3. Widdowson, E. M., MeCance, R. A. Spec. Rep. Ser. med. Res. 
Coun., Lond, 1954, no. 287. See Lancet, 1954, ii, 1006. 
6701. 


4. Report of the Conference on the Post-War Loaf. 
See Lancet, 1945, ii, 


H.M. Stationery Office, 1945. 


more of certain essential nutrients, such as protein, 
vitamin B,, nicotinic acid, and iron; (b) more of the 
other essential nutrients such as pyridoxine, pantothenic 
acid, biotin, and folic acid ; and (ec) a little more ribo- 
flavine. It is, however, a simple process to add vitamin B,, 
nicotinic acid, and iron to lower-extraction flours so that 
the contents of these nutrients amount to or exceed those 
in 80% -extraction flour, without impairment of technical 
quality. The panel has an open mind about the signifi- 
cance of the other differences : ‘‘ The history of nutrition- 
reveals many instances where the refinement or over-puri- 
fication of food has led to ill-health and there is no reason 
to believe that this chapter of knowledge is closed.”’ 

The panel was particularly impressed by the fact that 
10% of British children may pass their childhood in 
circumstances in which they depend on flour to supply 
certain essential nutrients in sufficient amounts. ‘‘ The 
panel is of the opinion that nutrition in such individuals 
would fall below the level necessary for good health if 
there were a return to the pre-war practice of making 
bread from flour of extraction rates of 70 to 72 per cent. 
to which vitamin B,, nicotinic acid, and inon had not been 
restored.’’ There is some evidence that the quality of the 
protein of 70% -extraction flour is less than that of 80% - 
extraction flour ; but the panel believes that when 70% - 
extraction flour is blended with the remainder of the diet 
its use is most unlikely to give rise to symptoms of 
protein malnutrition. Lowering the extraction-rate from 
80 to 70% is very unlikely to lead to any nutritional 
disturbance from lack of pyridoxine, pantothenic acid, 
biotin, or folic acid. 

Compared with a 70%-extraction enriched flour a 
true 80%-extraction flour may give a more widely spread 
insurance against possible, but as yet unproved, deficiency 
in the rest of the diet ; but 70% -extraction enriched flour 
gives a more certain cover against possible deficiency of 
the three *‘ token ’’ nutrients (vitamin B,, nicotinic acid, 
and iron) whose lack is associated with well-recognised 
deficiency states. 

The panel was impressed by the evidence of demand, by 
millers, bakers, and public, for white flour and white 
bread. There is a risk, the industry claim, that if people 
can obtain only bread made from 80°%-extraction flour 
they may eat less bread and more of other manufactured 
foods which may not be so nourishing. 

The panel precedes its main conclusion by expressing 
its belief that experience has demonstrated that ‘‘a 
policy of enrichment provides a realistic means of 
ensuring that the greatest nutritional benefit is derived 
from flour.’’ But flours of higher extraction-rate, con- 
taining no less nutrients than the enriched low-extraction 
flours, should be also available. The National Food 
Survey, it adds, should continue to be of great help in 
the periodic review of policy concerning bread. 


HEALTH IN SCOTLAND IN 1955 


EXPECTANT mothers, the newborn, and young children 
are singled out, statistically and traditionally, as in 
need of special protection against health hazards. The 
report! of the Department of Health for Scotland 
suggests that to these vulnerable groups we should now 
add ‘‘ men towards the latter half of middle age.”’ 

Last year the maternal and infant death-rates each 
touched a new low record. There were 43 maternal deaths 
(compared with 70 in 1954) or 1 maternal death per 
2200 births. The infant death-rate in 1955 fell to 10-7 
per 1000 births, compared with 15-6 per 1000 five years 
ago. The school medical officers found that infections 
were declining among their charges, while growth was 
more rapid and maturity attained earlier. The major 
hazard to these children is now transport accidents. 


Department of Health for Scotland and the 


1. Reports of the 
1955. H.M. Stationery 


Scottish Health Services Council, 
Office. Pp. 157. 5s. 
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The other group of people whose health is endangered 
by our present way of living is men of 45 to 64. Coronary 
thrombosis and cancer are *‘ the leading causes of death ”’ 
among these men. Illness among employed people 
has increased steadily since 1952, and the figures for 1955 
show an increase of 9% over 1954. Tuberculosis was 
still the most important cause of loss of time at work, 
though notifications continued to fall—to 128 per 
100,000 of the population, which is a reduction of 7% 
on the rate for 1954. The number of people on the waiting- 
list for admission to sanatoria had fallen from 515 in 
1954 to 148 at the end of 1955. This fall is not matched 
by the fall in notifications, and the improvements in 
the hospital position is partly due to the increasing efficacy 
and use of domiciliary and outpatient management. 

The blue-book also includes the report of the Scottish 
Health Services Council and its standing advisory 
committees. 


Occasional Survey 
ANKYLOSING SPONDYLITIS 


In a comprehensive review Blumberg and Ragan ! 
remind us that this disease was first described by Bernard 
Connor. Born in Ireland in 1666, Connor published in 
1691 2 a description of a skeleton with spondylitis—an 
‘‘extraordinary humane skeleton, whose vertebrae, the 
ribs, and several bones down to the os sacrum, were all 
firmly united into one solid bone, without joynting or 
cartilage.’’ From the time of this description the emer- 
gency of ankylosing spondylitis as a specific entity was 
retarded by confusion with other conditions, notably with 
degenerative joint disease of the spine with senile 
kyphosis. In the United States the disease, being generally 
regarded as a form of rheumatoid arthritis, goes under the 
name of ‘‘ rheumatoid spondylitis.’’ In this country most 
clinicians prefer ‘‘ ankylosing spondylitis,” and would 
agree with Hart * that ‘‘ in the meantime it is, perhaps, 
more profitable to study these disorders as different 
unsolved problems than to put them all into one diag- 
nostic cauldron.’’ The syndrome, by whichever name 
it is known, still lacks complete uniformity and atypical 
cases have quite recently been distinguished. Buckley * 
held that the predisposition of ankylosing spondylitis 
to attack men more than women, its characteristic 
tendency to produce bony ankylosis, its centrifugal 
spread, and its failure to respond to gold, made it unlikely 
to be a variant of rheumatoid arthritis. To these points 
may be added the responsiveness of ankylosing spondy- 
litis to treatment with X rays (at any rate in terms of 
relief of pain) and the rarity of a positive differential 
agglutination (Rose-Waaler) test (which was positive 
in only 3 of Ball’s 203 cases 5), The only good evidence 
for the opposite view is that peripheral joints may be 
involved and that the histopathology of the diarthrodial 
joints of the spine is strikingly similar to that of rheu- 
matoid arthritis. Cruickshank ® found certain minor 
differences ; there was a greater liability to haemorrhage 
in ankylosing spondylitis (perhaps a result of the earlier 
formation of adhesions and their rupture by movement) 
and a tendency to thickening of small vessels, usually in 
the form of endarteritis obliterans. He argued that the 
histopathology of rheumatoid arthritis is not entirely 
specific, and that a similar picture in ankylosing spondy- 
litis need not imply a common etiology. Subcutaneous 
nodules—lesions much~ more specific for rheumatoid 
arthritis—are unknown in ankylosing spondylitis. van 
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Swaay ’ proposed a different view of the pathogenesis of 
ankylosing spondylitis, believing that the essential 
process in the sacro-iliac joints is a proliferation of new 
cartilage, which replaces the old without evidence of 
inflammation. The joint-space is finally ossified. 

The cause of ankylosing spondylitis remains unknown. 
Various agents have been suspected, including tubercu- 
losis, brucellosis, and gonococcal infection. These con- 
ditions can certainly produce lesions in the sacro-iliac 
joints which in some ways resemble those of ankylosing 
spondylitis ; but they cannot be accepted as etiological 
agents. Parathyroid dyscrasias, genito-urinary disease, 
allergy, and metabolic and hormonal factors have all 
been put forward, but none has been convincingly estab- 
lished. Several groups of workers *~!° have failed to 
confirm the finding of Davison et al.’ that the excretion 
of 17-ketosteroids is increased in ankylosing spondylitis. 
Inheritance is known to play a part, and Hersh et al.!? 
decided that the factor involved was an ‘‘ autosomal 
dominant which has about 70% penetrance in males 
and about 10% or slightly greater in females.”’ 


Diagnosis 


In many cases the diagnosis of ankylosing spondylitis 
is not difficult, and a story of pain or stiffness in the lower 


‘back or buttocks (perhaps with sciatic radiation) in a 


young man raises immediate suspicions. The lumbar 
segment of the spine should be examined for flattening 
and loss of movement, and the chest for impaired 
expansion.'* X-ray examination of the sacro-iliac joints 
is essential, and a normal erythrocyte-sedimentation 
rate should not be accepted as excluding the diagnosis. 
There are, however, important deviations from the 
classical picture. In Hart’s series * the earliest symptoms 
in 13% of patients were in the peripheral joints; and 
there was swelling of these joints in over 20%. The knees 
and ankles are most commonly involved and the 
distribution of affected joints is rarely that of classical 
rheumatoid arthritis. For example, the wrists were 
involved in only 7% of Blumberg and Ragan’s cases and 
the hands usually escape. Iritis may be the presenting 
sign, and this again helps to differentiate ankylosing 
spondylitis from rheumatoid arthritis, in which lesions 
in the eyes, if present, are those of episcleritis or kerato- 
conjunctivitis sicca. In Blumberg and Ragan’s series, 
25% of patients had one or more attacks of iritis during 
the course of their disease, and this complication was 
often the only reason for admission to hospital and for 
treatment with hormones. In this country iritis has been 
observed in 6—24% of cases.14—!7 Pain over the angle 
of Louis is not uncommon, and Savill?* described a 
sequence of radiographic changes starting as erosions of 
the bone ends and ending in bony ankylosis. Changes in 
the manubriosternal joint may, however, be found in 
rheumatoid arthritis. Among other features of ankylosing 
spondylitis, tenderness over bony prominences, notably 
the ischial tuberosities and iliac crests, is common !° ; 
and the radiographic accompaniments are irregular lytic 
defects, with a punched-out appearance, irregular zones 
of increased density, and ‘‘ whiskering ’’ or “‘ fringeing ”’ 
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of the periphery of the bone.!® "While changes in the 
sacro-iliac joints are usually the most readily demons. 
trable, characteristic changes may be displayed by 
special projections in the costovertebral and lumbar 
apophyseal joints.2° Fusion of the sacro-iliac joints as 
the result of ageing processes is probably commoner than 
is generally realised,?! and bridging by osteophytes in 
multiple dise degeneration is an obvious diagnostic trap. 
According to Mowbray et al.,° the dise spaces may be 
narrowed in ankylosing spondylitis unless they are 
buttressed by early ligamentous ossification. In adoles- 
cent kyphosis there is characteristically a compensatory 
exaggeration of the lumbar lordosis—in contrast to the 
flattened lumbar curve of ankylosing spondylitis.‘ 
Fluorosis can cause a crippling condition of the spine 
and pelvis which may mimic ankylosing spondylitis 
clinically,?* producing fusion of vertebre and calcification 
of the spinal ligaments at their attachments. Sclerosis 
of the bones in fluorosis is a characteristic distinguishing 
feature, and Steinberg et al.** found no excess of fluorine 
in the bones and soft tissues in a patient with ankylosing 
spondylitis. The intake of fluoride needed to produce 
these changes enormously exceeds the amount which 
could be derived from fluorinated drinking-water. 

The diagnosis of ankylosing spondylitis is more difficult 
in women than in men, and sometimes involves the 
interpretation of the radiographic phenomenon of 
osteitis condensans ilii. This lesion, a triangular area of 
sclerosis in each ilium, with its base on the sacro-iliac 
joint, seems to be commoner in women, and to be 
associated with low back pains developing during preg- 
nancy or the puerperium. Changes in the sacro-iliac 
joint itself are absent or inconspicuous. Thompson ** 
reviewed 20 patients originally regarded as having 
osteitis condensans ilii, and concluded that 7 were 
actually suffering from ankylosing spondylitis. Like 
Tyson et al.,2° he believed that ankylosing spondylitis 
occurs in a restricted or abortive form in women. In a 
very large number of patients treated with X rays Sharp 
and Easson ** found that the response was distinctly 
better in typical cases of ankylosing spondylitis than in 
those with unusual features. The hands or feet were 
involved in 52-5°% of ** atypical ’’ cases and in only 12-5% 
of the others. Tendinitis and tendon lesions were rare 
jn the latter but were not uncommon in the atypical 
group. It seemed unlikely that the atypical group was 
composed largely of cases of rheumatoid arthritis, for the 
differential agglutination test was positive in only 12%. 

From this atypical category Thomas *’? attempted to 
separate a group which were, he believed, examples of 
chronic arthritis due to repeated attacks of rheumatic 
fever. Recurrent severe attacks of pain in the back in 
these patients were readily relieved by salicylate. Some 
had changes in the peripheral joints of the type described 
by Jaccoud and Bywaters?® in rheumatic fever. 
Radiographically they showed very small erosions in the 
sacro-iliac joints, surrounded by spotty sclerosis, and in 
the spine irregularity and fusion of the interfacetal joints, 
narrowing of disc spaces, sometimes ossification within 
the dises and an increase in the height of vertebral bodies. 
Fusion of the sacro-iliac joints is fairly frequent in the 
arthritis associated with psoriasis and was commonly 
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incidence of cervical spondylitis) in juvenile rheumatoid 
arthritis. Finally, ankylosing spondylitis, or some- 
thing very like it, seems fairly common in non-specific 
urethritis.*! 

Treatment 


Suggestive evidence that radiotherapy is not free from 
serious risk was published last year by Court Brown and 
Abbatt.*?. In a series of 9364 patients treated between 
1940 and 1954, the observed deaths from leukemia were 
at least five times, and possibly as much as ten times, the 
expected number (calculated from the male age-specific 
death-rate for leukemia in England and Wales for 1953). 
The risk seemed to be greater if more than one course of 
treatment had been given. Court Brown and Abbatt 
quoted van Swaay’s data on 7 patients who had died from 
leukemia after X-ray treatment for spondylitis. There 
was some evidence that patients with ankylosing spondy- 
litis may be unusually susceptible to leukemia. On the 
basis of these findings, Court Brown and Abbatt concluded 
that it would be wrong to withhold X-ray treatment from 
those suffering from ankylosing spondylitis, but that 
treatment should not be given unless the diagnosis is 
unshakeable, and should be repeated only if absolutely 
necessary. Phenylbutazone has proved in many hands 
to be more effective in relieving pain in ankylosing 
spondylitis than in most other rheumatic diseases (except 
gout). This drug, too, has its hazards and in one series ** 
produced toxic effects in 34% of cases, compelling its 
withdrawal in 6%. It should certainly be tried only if 
aspirin has been proved inadequate. Continuous treat- 
ment with corticotrophin was provisionally favoured by 
West and Newns ** for those severely affected patients 
who received little benefit from radiotherapy. Adrenal 
stimulation should not be greater or maintained for 
longer than absolutely necessary. Immobilisation is 
rightly condemned nowadays as harmful, and prevention 
of crippling deformity is best achieved by prescribing a 
firm bed with a low pillow and the avoidance of prolonged 
stooping at work, or of heavy lifting with the spine 
flexed. Breathing exercises and extension exercises for 
the back are important measures. In severe cases with 
fixed kyphosis, spinal osteotomy *°°* is occasionally 
indicated, and for badly affected hips the Batchelor 
operation has been helpful.*? 

The picture which emerges from Blumberg and 
Ragan’s! study of the natural history of the disease 
warrants a more optimistic attitude than that induced 
by the exceptional case of severe deformity. In their 
words, ‘‘ while the physical deformity and the con- 
firmatory X-ray changes appear to proceed relentlessly 
with the passage of time, the manifestations of acute 
disease, i.e., the pain and E.s.R., are at their highest 
during the early phases and then decrease. The period 
of acute symptoms and signs is short, relative to the 
entire length of the disease. Systemic illness is not as 
common in this disease as in peripheral rheumatoid 
arthritis.’ In general, patients had an excellent occupa- 
tional history. ‘‘ The insulting agent, whatever it may 
be, does not appear to have a sustained effect, whereas 
the ankylosis of joints, presumably a reaction to the 
original insult, may take years to achieve completion. 
The patient is not placed in constant jeopardy of repeated 
devastating attacks which may lead to further acute 
injury to the joints (and viscera) as is commonly seen in 
peripheral rheumatoid arthritis.’’ Very few patients were 
reduced to a bed-and-chair existence, and of 16 patients 
whose disease had been present for twenty-one to twenty- 
five years, 13 were still in full employment. 
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In England Now 
A Running Commentary by Peripatetic Correspondents 


Most people think that working in an international 
erganisation is an opportunity for learning foreign 
languages. But how many realise that it is also an 
opportunity for rebuilding one’s own? For these 
organisations are laboratories in which the English 
of the future is being designed. In their documents 
new words are continually being coined, tested, and then 
either adopted or discarded. Did not the word ‘“ global ”’ 
itself (as opposed to globular) spring from the United 
Nations ? 

Some words fulfil an obvious need. What could be 
neater than ‘‘ two suitcases were completely unreusable,”’ 
‘* the recruitment of a nurse is being pended for the time 
being,” or ‘‘ supplies and equipment were still packed 
in their cases and no head or tail could be made out of 
them.’’ What could be more natural than that a statistical 
report should be submitted for ‘“ multiplying ”’ ? 

But telegraphese is less attractive, and I hope that 
the English language will never accept such concise 
phrases as ‘“‘ please onforward the finalised planops,”’ 
or “ in view of criticisms by the Government of article v, 
the plan of operations is returned herewith for refina- 
lisation.’”” Undoubtedly international medicine is an 
etymological paradise. 

* * * 

Bed rest has enabled me to plan the sanatorium of 
the future, full of happy patients, dedicated doctors, and 
satisfied administrators. 


The large main block will face south, overlooking a large 
lawn, sloping away to a background of trees. In the centre 
of this is a circle of stone seats enclosing two large flat stones, 
with, to the south, a double archway arranged so that the sun, 
striking through it, falls on the two stones at the summer 
solstice and at the vernal equinox. Every patient’s bed 
would have a direct view. In the admission block, the patient 
will be prepared for entering the community. Brain-washing 
coupled with the gradual severing of family ties and the 
discontinuance of visiting will take place simultaneously with 
the provision of a suitable substitute for the family inside the 
sanatorium—for example, for father, the physician; for 
mother, the ward sister; and for mother-in-law, matron. 
A sibling of the same sex would be an up-patient, while the 
trained sublimation of sex will be a major source of strength 
to the community. 

At each full moon there would be an initiation ceremony, 
at which the neophytes, sponsored by their new family, 
would enter the community and be conducted to their new 
bed in the main block. Details of the ceremony could be 
varied in each sanatorium, but the style would be a mixture 
of the best of Wilfred Pickles and Aimée Macpherson. At 
monthly psychi-surgi-soma-therapy ceremonies patients who 
needed a decision as to treatment would sit round the circle, 
holding their latest film. Presiding at this, as at all big 
moments in the community life, will be the archetypal figure 
of the fully gowned and masked thoracic surgeon. As each 
patient holds up his film, he will cast different coloured stones 
on to the ground out of urns placed on the flat stones, and 
will interpret the message they give. Thus, for example: 

This is the treatment we dictate 

For the patient admitted to room number eight. 
Three months horizontal he will stay 

Bar using a bedpan once a day, 

Lower his head and raise his toes 

Thus his cavity will close. 

Daily strep. and INAH give 

To keep his T.B. sensitive. 


Once a year, at the vernal equinox, at a ceremony of 
rebirth, patients will be chosen for discharge. They will 
immediately change their up-uniform for their own clothes 
and be withdrawn to the discharge-block, there to undergo 
the reverse of the admission process. For instance, the 
thoracic surgeon would appear to them for the first time in 
ordinary clothes. The umbilical cord chaining them to the 
community would thus be cut, and visits from families 
encouraged. On midsummer day a maypole would be 
erected, and at the moment of the solstice, the ribbon cut 
by the chairman of the management committee. Patients 
for discharge would dance with their children to symbolise 
the reunion, and at the end of the day would return home. 
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Let no-one think the Medical Research Council is 
forgotten. Its statistical committee could control the 
colours of the stones in the urns, and a controlled series 
of surgical cases, alternately chosen by the oracle or by 
the physician, would give rewarding results. 

* 


The other day while using that Middle Eastern instru- 
ment, the shuftiscope, to inspect the mucous membrane 
of the distal colon, I was idly speculating on the -scope 
end of the word and wondering how the stethoscope 
came to be so named. What did stethos mean ? Despite 
a highly prized classical education up to VI form 
standard, I had not met this obviously Greek word as 
far as I could remember. A little research in Chambers’s 
English Dictionary told me that it meant “ breast.” 
Obviously, the early single-tubed instrument was not 
really suitable for inspection of the breast, as the small 
hole would give a limited monocular view and some 
time would be needed for a proper inspection of the whole 
area. It would of course be an admirable instrument for 
patients who expect a full examination through the 
aperture made by undoing one button. It was then 
found, I suppose, that one could listen to heart and 
chest sounds while carrying out this tedious inspection. 
Some inventive fellow, no doubt, then thought out the 
instrument with two ear-pieces, increasing the efficiency 
of inspection of the breast by allowing the use of binocular 
vision over a larger area than was possible before and 
also making feasible auscultation of heart sounds at 
one and the same time. 

I feel that as its secondary use as an aid to hearing 
rather than vision now takes precedence it should be 
renamed; and I shall rename mine a cardiophone. 
On second thoughts, I am really much more interested 
in gastro-enterology, and as the first to draw attention 
to this obvious misnomer, I shall claim the right to have 
it called a borborygmiphone. More impressive in front 
of the patient, too, and—better still—a Greek ending 
on a Latin stem. There’s too much of this rampant 
Nationalism these days : I'm all for coexistence. 


_ Wallpaper blisters when it is applied by the amateur, 
even when one of the new plastic substitutes for flour- 
paste is used exactly according to the maker’s directions. 
Most of the blisters disappear spontaneously as the wall 
dries out, but a good-quality embossed paper in the 
drawing-room let us down badly. It wasn’t only blister- 
ing: the ‘edges lifted where they should have stuck 
firmly. There was consternation and disappointment 
in the house, but from the depths of despair the “ needling 
technique ’’ was born. 

A 3 c.cm. syringe with an exploring needle can be 
filled with plastic substitute if the plunger is pulled 
hard. The long needle slips under the lifted edges of the 
paper and the required-amount can be injected easily. 
A moment’s pressure and a wipe from a clean rag sclerosed 
the first blister beautifully, so the remaining lesions were 
treated to a surgical approach. 

The technique was one of subcutaneous infiltration. 
From one puncture, adhesive could be infiltrated between 
paper and wall over most of the separated area and it 
was found that 2-3 c.cm was required for the larger 
lesions. Pressure was applied by junior members of the 
family and a flat smooth surface was the first result. 
Tomorrow we shall know if there has been recurrence 


My long preparation for the final M.B. has resembled 
an Orwellian brain-washing, for I have been conditioned 
to accept oft-quoted dogma. Thus I carefully palpate 
for the inferior epigastric artery, sagely oscillate the vertex 
in vertical polarisation, and, following the lead of the 
Professor of Surgery, I say “‘ Yes, Sir, direct I think.’ 
I had become reconciled to the specious self-deception 
involved in the detection of such outlandish signs. But 
now, the awful truth is revealed: the course of brain- 
washing is utterly complete. Today the Professor of 
Surgery invited me to palpate, and clearly and unmis- . 


takably I felt the inferior epigastric artery. 1984, and 
I have arrived. 
* * 
Patient: When I swallow, food seems to stick in my 


sarcophagus. 
Doctor : Well that’s your funeral. 
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Letters to the Editor 


HOME CONFINEMENT 


Srr,—May I, as a general practitioner, make a few 
comments in reply to Professor Russell’s article in your 
issue of May 12? 

I am surprised that he is so eager to increase the 
numbers of women admitted to hospital for confinement. 
To suggest that ‘‘ normal midwifery only exists in 
retrospect ’’ was no doubt purposely provocative ; 
_ but this is unfortunately believed by many of our 
patients, and perhaps one of the important functions of 
the general practitioner is to explain to his expectant 
mothers that the processes of pregnancy and parturition 
are physiological rather than pathological. 

Many primipare approach the time of delivery with a 
certain amount of understandable dread. This is not 
likely to be diminished by attending hospital clinics 
where they may not be seen by the same doctor or 
midwife on consecutive attendances. In the labour wards 
they are supervised by whoever happens to be on duty. 
It does not seem that the continuity which Professor 
Russell seeks is to be found here. 

Professor Russell makes a passing reference to cross- 
infection in hospital. I think pediatricians would agree 
that this is a very real problem in the care of the newborn 
in hospital: not only are these infections common but 
they are often caused by organisms resistant to all except 
the newer antibiotics. In my experience neonatal 
infections are rare in babies delivered at home. 

The establishing of breast-feeding is surely easier where 
the general practitioner is able to coédperate with the 
midwife. He will normally have a more detailed know- 
ledge of the mother than has the hospital obstetrician. He 
should be more likely to anticipate the mother’s worries 
and difficulties. 

Professor Russell’s suggestion that a general practi- 
tioner should not be allowed to attend delivery in the 
home seems to me particularly unattractive: if a 
general practitioner has not been trained to diagnose 
those emergencies and difficulties which require hospital 
treatment or specialist advice, then his training has been 
inadequate. Surely a doctor who is not aware of his 
limitations should not be practising at all. 

I hope that these comments will help to justify the 
right of the general practitioners to continue practising 
obstetrics. Many patients will still need to be confined 
in hospitals or maternity homes on social grounds. 
Perhaps there is a strong case for increasing the number 
of beds available to general practitioners in maternity 
homes. 


Bolton, Lanes. MICHAEL FASNACHT. 


Sir,—In your leading article of May 12 you reiterate 
the cliché that ‘if every [general] practitioner does 
only his own numerical share of obstetrics, he will not 
have enough continuing experience to remain efficient.’’ 
This is quite wrong. You should have written: ‘if he 
deals only with that part of his share which is now left 
to him... .” 

The ratio of general practitioners to births per annum 
is about 1 to 40 (and of practising midwives only 1 to 47). 
Four-fifths of pregnancies and labours are normal 
enough to be supervised by general practitioners. Any 
general practitioner who gives complete ante-, intra-, 
and post-natal care to 30 or more cases per annum will 
not only remain adequate in the type of obstetrics required 
in general practice, but will probably become more so. 

Unfortunately, many normal cases are delivered in 
specialist hospitals for a variety of peculiar reasons, 
and others are in the hands of self-reliant midwives. 
For the remainder, the general practitioner is encouraged 
and paid to give only essential support to a midwives’ 
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service, and no more. Lack of experience and, where 
it exists, lack of interest are largely due to these limita- 
tions on the volume of general-practitioner obstetrics ; 
for, even under present conditions, only one general 
practitioner in six wishes to give up maternity work. 
Without these limitations, which are artificial, there 
would be no need for that artificial limitation on 
maternity practice—the obstetric list. 

The service at present provided for ‘‘ normal’’ cases 
is a midwives’ service, supported by the general practi- 
tioner or the house-surgeon according to the place of 
delivery. It is a good service, but there is evidence that 
even better results can be obtained if there is closer 
coéperation between doctors and midwives, particularly 
at deliveries. To produce such a service, it is necessary 
to permit and encourage the practitioner to attend all 
his maternity cases, and to pay him to provide a complete 
service instead of a limited one. 

If this were done your nostalgic picture of the family 
doctor and trusted friend bringing the son and heir into 
the world (or shall we say attending the delivery at which 
the midwife does so?) would not be amything like as 
unrealistic as you suggest. It is a vista greatly to be 
recommended to the committee now set up to inquire 
into the maternity services, for it has many advantages 
over the more impersonal arrangements. A maternity 
service based on the family doctor and local midwife, 
working in close coéperation, with the specialist services 
at their disposal, is as likely as any to be that which 
best serves the interests of mother and child. 


Ivor CooKSON. 


Gloucester. 


Srr,—I have read with interest Professor Russell’s 
article. This is the latest in a long series by con- 
sultants in obstetrics which have sought to debase 
the general-practitioner obstetrician. 

In this district it is the usual practice for all primi- 
gravide to be delivered in hospital. In subsequent 
pregnancies some, if they have had a normal delivery the 
first time and prove to be progressing normally, are 
confined at home; others, if their medical and/or 
obstetric history dictates it, are confined in hospital. 
Such conditions as twin pregnancies and breech presenta- 
tions are always referred to hospital. In this district 
also the local health authority allow the general-practi- 
tioner obstetrician to do the antenatal work at the 
welfare-centre, with the help of the health visitors, &c. 

I myself do this and follow the antenatal session with an 
infant-welfare clinic in which I see the babies routinely from 
about 14 days old to roughly 18 months. This, I find, 
adds to the interest of general practice enormously. At the 
first visit the expectant mother is examined fully, blood is 
taken for Wassermann reaction and ABO and Kh grouping, 
and arrangements are made for routine radiography of the 
chest. Relaxation and mothercraft classes are also held at the 
clinic, which each mother is encouraged to attend. So at first 
with monthly visits and later with weekly visits her health and 
the progress of her pregnancy are watched and her education 
is completed. 

I agree that theoretically, from the purely obstetric 
viewpoint, it is desirable for every confinement to take 
place in hospital. There are, however, some objections, 
the gravest to my mind being the antibiotic-resistant 
bacterial population of every hospital, and the risk of 
infection—particularly infection of the newborn. I 
cannot see that the standard of antenatal care given by 
general-practitioner obstetricians who are interested and 
keen is as low and as dangerous as is made out. I hope 
that it is not, as numbers of women will have to be 
confined at home for some years to come unless much 
more money can be allotted for new building. 

I agree that Professor Russell’s students need not go 
into the home to learn the simple operative techniques 
that are all the general-practitioner obstetrician should 
attempt, but having learnt them in the hospital let them 
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practice them in the home and they will realise how their 
education has been lacking. 
Castle Bromwich. 


H. M. Kent. 


Sir,—I should like to congratulate Professor Russell 
on his article. This must be an encouragement to the 
many who are struggling to cope with these problems, 
which are becoming increasingly acute. 

May I underline one pressing problem? ‘There is a 
nation-wide shortage of trained midwives, which may be 
fatal to a service which is based on the work of this 
important group of women. I do not myself subscribe 
to the concept of the midwife working in ‘ glorious 
isolation,’’ but regard her as a key member of the 
obstetric team. As such, her status, privileges, and pay 
should be such as to support her pride in herself and her 
work. Urgent attention needs to be given to this matter. 

Ashton-under-Lyne 

Generali Hospital. 


REVISION OF THE CURRICULUM 


Sir,—From reading the memorandum and corres- 
pondence in your columns, and attending meetings where 
medical education is discussed, the uneasy feeling emerges 
that most teachers and all administrators are taking 
themselves too seriously. They ignore the proportion 
of the burden of learning which is carried by the student 
himself ; teachers may make it easy or attractive for 
him to learn, but make him learn they cannot (neither 
for that matter can they stop him so doing). The essential 
personal nature of interchanges between teacher and 
student can be little altered by juggling with the times 
at which they meet, and this playing about by adminis- 
trators also obscures the real crisis facing medical 
education in the next few years—are we attracting a 
high proportion of the most capable and intelligent 
schoolboys? This vital problem is not controlled by 
selection, which filters out the worst. If we do not 
attract the best, no change in the curriculum will matter 
much in the face of this defeat ; if we do attract them, 
the student quality will be such that it will be immaterial 
what the curriculum is like. 

Is it the wisest approach to the new curriculum to 
turn the world upside down because there are unsatis- 
factory regions of it ? It is doubtful whether the G.M.C. 
will willingly surrender their authority, or in other words 
surrender us to the pleasure of a small group of enthusiasts 
(some would say fanatics or cranks); the names of the 
members of the R.C.P. committee were not given in your 
summary of their memorandum, but one has doubts how 
widely representative this body is of, on the one hand, 
the basic sciences and, on the other, of the medical 
schools outside London. The memorandum too asks for 
the blankest of cheques—the intentions of the new schools 
are not even sketched out in outline. Even if the 
G.M.C. surrenders, there are university and medical 
college boards to be circumvented ; how will students 
belonging to two schools—the Oxford and Cambridge 
students doing their clinical work in London—be catered 
for if there is a difference in plan between these places, 
as is not unlikely ? Are 57 varieties of medical education 
to be allowed, some of them canned ? 

Surely the wisest and quickest and least disturbing 
course is to seize on all commonly agreed points and 
act on them—good strategy to reinforce strength. 
‘* Basic training”’ is not so agreed (is it principles, or 
general practice ?), neither is a ‘‘ good doctor”’ (should 
he be all head, is it permissible for him to be all heart, 
or must he be both?). But the synchronisation of 
related studies and the reduction of factual knowledge 
as such can be achieved inside the present G.M.C. frame- 
work by discussion and arrangement between the 
individual subjects concerned. I do not believe, either, 
that the present professors in preclinical subjects do in 
fact demand gross factual knowledge; this excessive 
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demand for facts exists more in thé imaginative memories 
of clinical professors than it does in real life. Even so; 
some strenuous learning in the preclinical phase does not 
seem quite out of place, if only as an exercise-ground and 
a selection hurdle. 

A further point arises from the loose use of the term 
‘*‘experiment.’’ This word implies an investigation 
trimmed down to one essential point, at the end of which 
an accurate quantitative evaluation will emerge, prefer- 
ably answering the question ‘“‘ yes”? or “‘no.’’ No rat 
is killed except for such an answer; but no such 
evaluation of the results of medical education is feasible, 
and we cannot write off five years and a batch of medical 
students in a proceeding for which we would not kill a 
rat. Instead of experiment it were fitter to use the 
term “‘ trial’’; it has two meanings. 

I should not write this except that as a pathologist 
I see a good deal of both the clinical and preclinical 
sides, and as a very young teacher myself I have not 
entirely forgotten or lost contact with students. There 
are too many elderly men only too ready to dictate in 
matters which the present generation of teachers and 
students are perfectly capable of taking in their stride, 
as we did ourselves not so very long ago. The present 
G.M.C. rule may be somewhat inert and imperfect, but 
it is not illiberal ; but the busybody goes about with a 
net of iron. 

London Hospital, 


EXTRADURAL HAZ MATOMA 


Sir,—I read your annotation of May 5 with interest. 
There are certain points, however, which I consider 
ought to be stressed with regard to this condition. 

The diagnosis of surface-clot compression of the brain 
is essentially a clinical diagnosis. In those cases where 
there has been a latent period, the development of severe 
headache with mental confusion, drowsiness, or giddiness 
should at once arouse suspicion of intracranial hemor- 
rhage, whether associated with bradycardia or not. The 
quality of the headache in extradural hemorrhage is 
unmistakable. 

Lumbar puncture and spinal manometry should be 
unnecessary in the ordinary case. It is a dangerous 
procedure. It is of value only in those few cases which 
develop slowly and insidiously over many days or weeks, 
with minimal neurological signs and little or no alteration 
in consciousness. 

Radiographs of the skull are useful only if they can 
be obtained quickly; the chances of survival are 
jeopardised by delay from any cause. Delays in hospital 
can ke just as serious as delays in transportation. Speed 
is the keynote in the handling of this type of case. 

Local bruising of the scalp is one of the most valuable 
lateralising signs, provided the possibility of contra-coup 
hemorrhage is borne in mind; it does occur, as do 
bilateral extradural hemorrhages. 

If for any reason operation cannot be performed under 
local anesthesia, then general anesthesia will have to 
be employed. Unskilled anesthesia which gives rise to 
increased venous congestion of the brain may precipitate 
a tentorial herniation. 

Rowbotham’s figures ' and my own ? show a recovery- 
rate of approximately 80°, in this condition. In the past 
five years I have. seen a further 31 patients with extra- 
dural hemorrhage in the neurosurgical service here. 5 of 
the patients died, and thus the recovery-rate was over 
80%. 

2 young adults died during transportation to hospital. A 
young baby was decerebrate on admission and died after 
operation. Another patient had a posterior-fossa clot which 
had been developing over two weeks; the patient was 
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suffering from repeated attacks of epilepsy and we were 
unaware of the history of head injury, the patient being 
admitted for investigation as a case of possible cerebral tumour. 
The 5th patient was a young adult who again was decerebrate 
on admission. 

As you point out, the development of unilateral fixation 
and dilatation of a pupil, although a valuable lateralising 
sign, is invariably a late sign and one of danger, indicating 
that speedy measures will have to be taken to relieve 
pressure on the brain-stem. 

It is clearly impossible for all these cases to be saved, 
but I feel that a recovery-rate of 75% should be our aim. 
When it is remembered that a tentorial pressure-cone 
may develop and result in decerebrate rigidity within 
a matter of twenty to thirty minutes or less, then it is 
manifestly unwise to subject a patient suspected of 
suffering from this condition to an ambulance journey 
of perhaps fifty to sixty miles. In its common form, this 
condition is one of the few surgical emergencies in which 
minutes really do count, and in my opinion these patients 
should be operated upon at the nearest hospital. 


Morriston Hospital, 


Swansea. NORMAN WHALLEY. 


PLASMINOGEN IN AGAMMAGLOBULINAMIA 


Sir,—It is well established that a proteolytic enzyme 
is present in normal blood in the form of an inert pre- 
cursor, plasminogen, which is attached to the globulin 
fraction (Cohn fraction III 3). An inhibitor, plasmin, is 
present in excess in the albumin, and in the «, and «, 
globulin fractions. 

We have found repeatedly that plasminogen was 
associated with the y-globulin fraction, which was 
obtained by treating 0-4 ml. of serum with 9-6 ml. of 
saline ammonium sulphate. The yield of y-globulin was 
estimated photo-electrically using Weichselbaum’s biuret 
reagent (90 g. Rochelle salt in about 400 ml. of V/5 NaOH ; 
10 g. CuSo0,5H,O; 10 g. pot. iodide; made up to 2 
litres with N/5 NaOH). The purity of this fraction 
was confirmed by paper-electrophoresis. 

Recently in a@ woman with ‘ agammaglobulinemia”’ 
there was nearly complete absence of y-globulin, and 
comparatively normal levels of albumin and «, and «, 
globulin fractions. Despite this, normal proteolytic 
activity of serum was observed on activation .by 
streptokinase. 


Department of Pathology, 
General Hospital, 
West Hartlepool. 


E. WILDER 
R. 8. Parsons. 


MEDICINES FOR HOSPITAL OUTPATIENTS 


Srr,—After being seen at an outpatient clinic of one of 
London’s children’s hospitals a mother collected from the 
dispensary a bottle of over one hundred capsules for her 
child. The child was unable to swallow these and the 
mother asked me whether she should destroy them in 
case they were dangerous. There was no indication on the 
bottle of the nature of the capsules but after much 
inquiry I was informed that they were an antibiotic 
preparation—cost, nearly twenty pounds. Luckily in 
this case I was able to prescribe a more suitable form 
of the antibiotic for the child and to return the capsules 
to the hospital. With a perhaps less intelligent mother, 
the twenty pounds’ worth of medicine might well have 
gone down the drain. 

This experience is not an isolated one, by any means. 
Is it really necessary for hospitals to supply medicines 
to their outpatients ? Would it not cause less strain on 
short-staffed hospital dispensaries, be more helpful to 
patients and their family doctors, and be much less 
wasteful if hospitals confined their prescribing to in- 
patients ? For outpatients a short note to the family 
doctor suggesting the treatment required is surely the 
procedure of choice. 


St. Mary Cray, Kent. E. TuckMAN. 


LETTERS TO THE EDITOR 


[may 26, 1956 


MENTAL DEFECT AND HYPSARRHYTHMIA 


Srr,—I am distressed to find sectarian jargon appearing 
in one of your annotations. Under the above title in 
your issue of April 28 I read that ‘‘ the children had 
salaam attacks,’’ and that ‘‘ Ounsted has shown that the 
phenotypic expression of the convulsive genotype is 
rapidly overcome by maturation.’’ It is often difficult 
to understand the many papers which have been written 
jointly by three or four workers in different fields, and 
your more simple readers look to the annotations for 
clear explanation and comment. 


St. Mary’s Hospital, 


London, W.2 R. G. HOWELL. 


G.M.C. ELECTION 


Srr,—I was very glad to read the letter from Dr. 
Whiteside and Dr. Dillon (May 12). I completely agree 
with them about the evils of an electoral procedure which 
allows pressure-groups to keep independent candidates 
out of the G.M.C,. 

The B.M.A. sent to the profession ,at large a card 
urging it to poll for seven names. No mention was made 
of the two other candidates; and, if this card did: not 
create the impression that no more than seven existed, it 
certainly helped to exclude the two youngest. Not 
content with influencing its own members, the B.M.A. 
made it a self-appointed obligation to canvass those 
that stay out of the association. 

I voted for Dr. Whiteside and Dr. Dillon to the exclu- 
sion of the B.M.A. nominees. I hope that at the next 
election the B.M.A. will show more tact ; and perhaps, 
then, young unsponsored candidates will be more suc- 
cessful. 

Thames Ditton, Surrey. L. R. CELESTIN. 


BACTERIAL RODENTICIDES 


Sir,—Dr. Taylor’s article (May 5) provides useful 
reading on laboratory findings, and controversial opinions 
on rodent control economic practice. 

The article details objectionable methods never or no 
longer used in this country. It is well established in 
practice that, under. proper safeguards, the use of 
bacterial cultures of the right kind is a safe and important 
contribution to the war against rodents, themselves of 
much greater danger to mankind. — 

Statutory Rules and Orders made it obligatory as 
from Oct. 1, 1945, that—inter alia—no liquid virus should 
enter into retail trade, and no Salmonella enteritidis var. 
jena should be manufactured. No case is recorded by 
Dr. Taylor of human illness attributed to anti-rodent 
virus up to the time when those Orders were revoked in 
1950. 

In 1951 the Working Party on Toxic Chemicals was 
asked to investigate rodenticides—including virus. The 
working party reported in 1953. The Ministers of 
Agriculture, Food, and Health and the Secretary of 
State for Scotland considered the recommendations in 
this report, and after consulting the trading interests 
affected announced—via the Minister of Agriculture— 
that the firms had agreed to collaborate with the Depart- 
ments, ‘‘ it being borne in mind that these preparations, 
which are not on sale to the general public have been in 
use on a considerable scale for many years.’ It was 
recorded that of the four specific recommendations made, 
two were already in current practice, and the remaining 
two were accepted with minor modifications. The future 
collaboration envisaged was as to the adequacy of the 
agreed safeguards in practice. Since those arrangements 
were made no untoward incident has been brought to 
notice. 

Table mr of Dr. Taylof’s article refers to ‘* jena’”’ 
having been isolated in 1948-49. No human illness was 
involved. The firm concerned supplied voluntarily to a 
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ampoules supplied by an independent laboratory. On 
receipt of the’ disquieting analysis they terminated the 
contract, and ceased to use this material in 1949. 

W. McAULEY GRACIE 


Formerly Director of Infestation Control, 


London, 8.W.1. Ministries of Food and Agriculture. 


PARAPLEGIA FOLLOWING SPINAL ANESTHESIA 


Srr,—In their article (May 12) Dr. Payne and Dr. 
Bergentz express doubt on the judge’s most carefully 
considered opinion (in a recent High Court action) that 
the paralyses which occurred in two consecutive surgical . 
patients resulted from the contamination of ampoules of 
cinchocaine hydrochloride, injected intrathecally, by the 
carbolic solution in which they had been stored. The 
cause may have been something else, but (1) I have it on 
first-hand information that the intrathecal injection of 
this carbolic solution into higher animals ‘resulted in 
apparently identical lesions, and (2) I have myself seen 
that the contents of an ampoule can be contaminated, 
with a coloured solution in which it is stored, through 
flaws in the glass too small to be detected by ordinary 
means. 

I have just returned from a five weeks’ tour of hospitals 
in West Africa. In many the doctor has to tackle prac- 
tically any situation single-handed, and, if only on this 
account, spinal anesthetics flourish. My notes show that 
thousands are given annually; and a striking fact is 
that in answer to repeated inquiries I did not hear of a 
single case of resultant paralysis. Fortunately the 
pernicious practice of immersing ampoules of local- 
anesthetic solutions in antiseptics is not followed in that 
part of the world. 


re » College, 
R. MacintTosu. 


MEDICAL EVIDENCE 


Srr,—I was most interested in your leading article of 
April 14, and I am sure it must have been welcomed by 
many practitioners who have appeared in court as expert 
witnesses and by those whose interest in medicolegal 
cases is purely academic. Few will disagree that the 
methods of giving medical evidence are unsatisfactory in 
many respects. 

The value of a doctor’s testimony should depend, not 
on his adroitness as a witness, but on his knowledge and 
experience as a medical expert. Far too often, however, the 
effect of important medical evidence is lost as a result of 
the failure of experts to withstand the cunning manceuvres 
of skilful counsel who are rightly permitted a great deal of 
licence in court. Experts should not be brow-beaten, 
ridiculed, or disparaged, nor have their sincerity, 
character, or qualifications assailed with the object of 
undermining the value of their testimony. Surely the 
object of a court case is to establish the facts, and it is 
incompatible with justice that established facts should be 
open to rhetorical distortion. 

There should be no question of doctors being on one 
side or the other either in civil actions or in criminal 
proceedings. They should be impartial, and any means of 
obtaining an objective picture of the medical evidence 
should be welcomed by all concerned in litigation in 
which medical evidence features. 

In order to avoid arguments and discussions on 
medical evidence in court, in which, after all, lay persons 
—no matter how brilliant—are scarcely competent to 
participate, independent experts should be appointed by 
the Royal colleges to establish the medical facts and 
state them to the court. 

Litigants or accused persons should be able to select 
expert medical witnesses from an approved list to 
adjudicate on their cases. Inevitably they would be 
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confronted by experts selected by the other side. The 
selected experts should, before the case is heard, con- 
sider the medical evidence, in the presence of a specially 
appointed medicolegal chairman, and present to the 
court their agreed findings as a report. At the trial, 
one of the appointed experts would be available to 
answer questions posed by the judge and/or members 
of the jury in order to leave them in possession of a clear 
picture of the medical facts. 


As things are, if the diagnosis of one expert is not 
agreed by another, surely the only conclusion which the 
court can reasonably draw is that one of them is not 
an expert. This is a ridiculous situation and brings 
medical evidence and doctors into disrepute. 


London, W.1. STuNGO. 


FATS AND DISEASE 


Srr,—Dr. Sinclair’s letter of April 7, with the responses 
by such figures as Dr. Ancel Keys and Professor Yudkin, 
followed by a lecture from the latter, do, I think, invite 
a contribution concerning the etceteras that Dr. Sinclair 
may have in mind. It may surprise you to receive this 
from a surgeon. 

It is hard for a man to give his ‘ vision’’ words. 
Dr. Sinclair has such a difficulty ; for a surgeon it is even 
more apparent. Yet there is such a communion with the 
construction of thoughts, constituting Dr. Sinclair’s 
almost bursting edifice, that from one who is engaged on 
an etcetera—the formation of gall-stones—words of 
support must come. For the past two years the thoughts 
have been there, but I have considered it most irregular 
to put them into words, based as they are on meagre 
experimental and clinical data. 


The experiments concerning the formation of gall- 
stones have a centre in the study of the physicochemical 
properties of bile-salts.1_ The characteristics of the mole- 
cular arrangement play a significant part in the solubility 
of cholesterol in the bile, leading to experiments which 
study the queer and unstable cholesterol /bile-salt relation- 
ships. pH plays a significant part in this: the influence 
of fatty- acids in different forms is about to be 
studied. 

This train of thought for future research was accelerated 
by a visit abroad last year. Christensen and Dam in 
Copenhagen have demonstrated the formation of gall- 
stones in hamsters.2* To me, two things were of special 
interest. Firstly, the gall-stone-producing diet is a 
poor, almost starvation, diet. Secondly, prevention of 
gall-stones in hamsters lies in some factors present in 
certain seeds and nuts which are not subjected to mutila- 
tion and possible hydrogenation. Brewer’s yeast seems 
particularly efficacious. Christensen has noticed the skin 
conditions that these creatures may also suffer from, and 
its prevention by these fresh foods. He also showed me 
alteration in the colour and texture of the affected 
animals’ hair; which reminded me of the clinical adage 
‘* fair, fat, and forty.”’ 

‘* Fair, fat, female, fecund, and forty ’’ is proving to be 
an uncertain guide, for in surgical practice we are seeing 
increasing numbers of elderly, thin, often male, sufferers. 
Perhaps safer anzsthesia has increased the numbers that 
nowadays come to the surgeon. It is plain that thin and 
fat, old and middle-aged people get gall-stones. It is 
difficult to go into the dietary habits and histories of 
patients with gall-stones, for people cannot remember 
what they eat. However, I have been impressed by a 
number of patients (well covered) who have disclosed 
their attempts to diet by periods of near starvation. 
While I was in Scandinavia. I found that the same 


1. Rains, A. J. H. Gastroenterologia, Basle, 1955, 83, 18. 
2. Dam, H., Christensen, F. Acta path. microbiol. scand, 1951, 30, 
3. 


236. 
Dam, H., Christensen, F. Acta physiol. scand. 1954, 31,75. 
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observation was being made. Perhaps the plump male 
or postpartum female who goes on a diet of apples is in 
as much danger as those of us who over-eat modern 
foodstuffs (innocently being starved of some essential 
food factor). I have been assured (without reference) 
that the cholesterol in the bile of the starved is increased. 

The rise in the incidence of hospital cholelithiasis in 
Scandinavia is staggering; the disease appears to be 
more fulminating than in this country. In Gothenburg 
in the main hospital nearly 1000 gall-bladders were 
removed in 1954 (pre-war about 200). Clinical talk has 
it that the increase in the disease started in Finland after 
the war; the intensity is now maintained all over 
Scandinavia. While | have had (without any facts) 
suspicions concerning manufactured foods such as 
margarine for some time, I was intrigued to see the 
powerful research machines in these centres being turned 
towards this very subject. Sjovall is studying the effects 
that diet has on the metabolism by the liver of cholesterol 
and bile-salts. 4 (Scandinavia, by the way, lives on mar- 
garine, the butter being exported.) 

It may well turn out that starvation (including the 
essential fatty acids) and overfeeding in the fully grown 
(including the wrong fatty acids) are equally dangerous 
to our welfare. We must aim for unadulterated freshness 
in food and guard against excess of any kind. This may 
be the unthinkable answer, so we must spend fortunes 
and many lives to prove it; and when the pudding is 
done, who will want to eat it? Perhaps the most that 
will happen will be a sudden increase in pamphlets and 
wealth of pharmaceutical firms turning cut essential 
food factors (alas for medicine and the patients—they 
have jumped the gun already !). 

This letter may be considered threadbare and no 
windbreak to the gusts which rush and flutter around 
Dr. Sinclair’s edifice ; yet threads there are, and strong. 


Department of Surgery, 
Queen Elizabeth Hospital, 
Birmingham. 


A. J. H. Rats. 


Sir,—I was glad to see in your issue of May 12 the 
widening response to your leader of April 28. 

Since my previous letter appeared (May 12), Prof. 
H. Malmros has kindly sent me samples of the artificial 
milk used in his experiments, in which a considerable 
amount of corn oil is incorporated. I am glad to find that 
it has a very pleasant taste, and 1 hope that food manu- 
facturers in this country will soon market similar products, 
including cheese and ice-cream. 


London, W.1. Z. A. LEITNER. 


OBSERVER ERROR 


Str,—In the report of their investigation of observer 
error in M.M.R. film readings Dr. Eley and Dr. Paxon 
(April 21) are not justified in their conclusion that ‘* the 
number of truly active cases missed by A was around 
5% and by B 7%.’ They derive this conclusion from 
their observation that Dr. A missed 8-5°% and Dr. B 
13-5% of all cases, and the presumption that only half 
of these would be active, for they have halved the 
numerator of the equation 

Total cases missed 


Total cases 


but left the denominator alone. In the experiment of 
Yerushalmy et al., to which they refer, the proportion 
of sputumi-positive cases missed was greater (42-5%) 
than the proportion of inactive cases missed (30%). The 
same was true of ‘** active ’’ cases in the investigation by 
Clayson et al.,° and may well be true of the cases in their 
own experiment—or it may not. The case against the 
importance of observer error cannot be made by faulty 


4. Sjovall, J., Ekdahl, P. H. Jbid, 1955, 34, 2. 
5. Clayson, C., Frew, H. W. O., McIntosh, D. G., McWhirter, J. G., 
Brit. J. Tuberc. 1955, 49, 81. 


McKinlay, P. L., Stein, L. 
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arithmetical manipulation. A follow-up of the cases 
could provide a correct assessment of the proportion of 
active and sputum-positive cases missed. 

Dr. Eley and Dr. Paxon have only shown the amount 
of error between two readers (who may happen to have 
had very similar methods and abilities). Yerushalmy 
et al. took great care to ensure that their ‘‘ positive 
cases ’’ were all the undoubted positives agreed upon by 
ten readers in consultation. Among the 10,000 films 
read by Drs. A-and B there may have been some 
positives which they both missed and which are not 
included in their ‘“‘ error.’’ In this sort of work the size 
of the sample of readers is as important as that of the 
sample of films that is read. 


Postgraduate Medical School, 


London, W.12. C. M. FLETCHER. 


A SHORT WAY WITH TENIA SAGINATA 


Sir,—Dichlorophen (2 : 2’-dihydroxy-5 : 5’-dichloro- 
diphenyl-methane), a white, almost tasteless solid, is an 
established veterinary remedy for tzniasis of dogs and 
cats. Its action differs from that of other tenifuges in 
that it has a direct lethal effect upon the worms, which, 
after being killed, are subjected to the digestive processes 
of the intestinal secretion, so that the parasite is evacuated 
in a hardly recognisable state. 

The earliest reference to its veterinary use is in a 
careful paper by Craige and Kleckner,' in which they 
reported success-rates, in dogs infected with Tenia 
pisiformis and Dipylidium caninum, of 75% with doses 
of 50-100 mg. per kg. body-weight and of 90% with a 
dose of 200 mg. per kg. They investigated the mode of 
action of the drug by examining dogs killed at various 
intervals after dosage, and found that after thirty to 
forty minutes the tapeworms were detached from the 
intestinal wall and were passing along the ileum. After 
two hours the worms were in the colon and were markedly 
degenerate. The minimum lethal dose for dogs lay 
between 2 and 3 g. per kg. body-weight. 

The results obtained in the first six cases of 7’. saginata 
infection I treated by this remedy were as follows : 


Case no. Dose (g.) Result at 16 weeks 
1 Cured 
2 q Recurrence after 10 weeks 
3 4°5 Cured 
4 6 Recurrence after 11 weeks 
5 2 Cured 
6 6 Cured 


Each of these patients was admitted to hospital for 
convenience of observation. No preliminary starvation 
or subsequent purgation was used. The dose—0-5 g. 
per 16 lb. (7-25 kg.) body-weight—was given, all at 
once, at about 10 a.m. After two or three hours most 
of the patients experienced mild colicky pains and passed 
two or three loose motions. These were carefully 
examined, but nothing of the worms could be found 
except varying numbers of more or less disintegrated 
mature segments. It was not possible, therefore, at the 
time of treatment to know whether the scolex had been 
destroyed and the patient cured. 7. saginata takes not 
more than twelve weeks to grow from a scolex to the 
point where the host begins to pass segments. The 
patients were therefore followed up for at least sixteen 
weeks. 

The cure-rate in this small series of cases is reasonably 
satisfactory. The explanation of the two failures may be 
that, because of the drug’s laxative action, its contact 
with the scolex was too fleeting for its lethal effect to 
operate. It may well be that by giving repeated smaller 
doses over a period of twenty-four to thirty-six hours a 
more certain action will result, and I have lately tried the 
effect of giving a total dose of 6 g. in three equal amounts 
at intervals of twelve hours. 


1. Craige, A. H., Kleckner, A. L. 


N. Amer. Vet. 1946, 27, 26. 
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The particular advantage of this method of treatment 
is its extreme simplicity, which eliminates all the dis- 
comforts and inconveniences of starvation and purging 
necessary when mepacrine or male-fern are used, and 
enables the patient to be treated in his home with little 
or nog interruption of his ordinary activities. 

Dichlorophen was supplied by Dr. Robert Forgan, of 
Messrs. May & Baker Ltd. 

Liverpool School of Tropical Medicine. 


BURNS AND SCALDS 


Srr,—The dermatologist, whose opinion is sometimes 
sought by a surgical colleague, will read with interest 
and benefit your leader last week. 

Most dermatologists, however, would disagree strongly 
with this recommendation to the family doctor: ‘* Before 
the development of blisters an anti-histamine ointment 
may minimise the reaction.’ It is the experience of 
many dermatologists that the anti-histamine ointments 
are rapidly displacing topical sulphonamides and peni- 
cillin as the commonest cause of treatment-induced 
contact dermatitis. 

In those cases of burns which can be treated at home, 
or by a casualty department, a 1% greasy hydrocortisone 
ointment combined with neomycin is a pain-relieving and 
safe application. If used early it may prevent blister 
formation and should guard against secondary infection. 
It has proved to be a most useful first-aid application in a 
casualty department where dermatological advice was 
requested on this problem. 

Hove, Sussex. 


TREATMENT OF TETANUS 


Srr,—Professor Lassen and his colleagues are to be 
commended for their interesting paper (April 28). It is 
only within recent years that cases of severe tetanus have 
survived long enough to exhibit bone-marrow depression, 
which has been reported in a number of recent papers. 

There are three factors that are most likely to be 
responsible : the tetanus toxin ; muscle relaxants ; and 
sedatives, including nitrous oxide. In their paper, Lassen 
et al. present us with some interesting, although incon- 
clusive, evidence that nitrous oxide may be the causal 
agent. 

This problem can be elucidated further only by 
attempting to separate these three factors. For this 
reason, I wish to mention a case of a man, aged 49, with 
infective polyneuritis (shortly to be reported in full). 

This patient received intermittent positive-pressure respira- 
tion for seventeen days until his own respiratory efforts were 
adequate. Throughout this period narcosis was maintained 
with nitrous oxide in concentrations varying from 50% to 
75%, with oxygen. At no stage did his peripheral-blood 
counts exhibit any signs of bone-marrow depression. 


D. R. Seaton. 


Patrick 


I am sure that other workers may have similar cases 
where neither a toxin nor muscle relaxants need be 
considered. Such cases should be reported so that the 
dangers of nitrous oxide can be evaluated. 

Meanwhile, I feel that neither the muscle relaxants nor 
the tetanus toxin itself can be completely absolved as a 
cause of the bone-marrow depression reported in some 
recent cases of tetanus. 


Department of Anzesthesia, 
Royal Melbourne Hospital, 
Victoria, Australia. 


RESIN-REINFORCED PLASTER CASTS 
Mr. N. P. Newton, of Smith & Nephew Ltd., writes : 


With reference to the last paragraph of the letter last week 
from Mr. D. F. Thomas, it is not the intention of my company 
to withdraw from the market ‘Gypsona’ or ‘ Glassona.’ 
Gypsona ‘ Extra ’ polymer-reinforced plaster-of-paris band 
are complementary to our other splinting materials and not 
necessarily a replacement. 


Patricia WILSON. 


Personal Papers 


TWENTY-THREE YEARS AFTER 


In his essay on child guidance in Old Age,' Professor 
Mackintosh mentioned that in his early 40s he wrote 
himself a warning letter not to be opened until his 65th 
birthday. When that day came, he duly unsealed the 
envelope ; and this is what he found : 


6th March, 1933. 
My dear MackKINTOSH, 


I hesitate to call you by your Christian name, because I 
do not know you well enough. All the same, I think you 
may profit by a few words of friendly advice. Certain 
undesirable tendencies in your character and outlook 
are already apparent ; and I have little doubt that they 
will become more marked as you grow older. 

In the first place, you will become more talkative. 
Do try to curb this fault, because it is the early sign 
of unwillingness to learn from younger people. It will 
lead you to a-final inability to learn anything. 
to be a good listener as you grow older: it is well wok 
your pains. But you must really listen—not just turn 
your head and make gestures which have become 
automatic. 

Secondly, do not get suspicious of people and their 
motives; and avoid especially prying into the affairs 
of young folk, even on the plea (for self-justification) 
that you can help them. If they ask for help in time of 
trial, give it in full measure, but don’t imagine that the 
so-called wisdom acquired by you from experience will 
help them, unless they feel the need. They have to live 
their own lives. They have their souls to keep. 

Thirdly, do not try to attract sympathy to yourself. 
Do not pose as the dear old man, in the hope of hearing 
affectionate murmurs that you are young in spirit. 
For God’s sake be a real person, with a valuation that 
does not need artificial boosting. There are three qualities 
that you can develop as you grow older: they are 
courtesy, tolerance, and integrity, which together make 
an understanding spirit. By integrity I simply mean 
that wholeness of spirit that does not scour a narrow 
chamber. By tolerance I do not mean an easy-going 
acceptance of everything that is ‘‘done.’’ I mean a 
mind that is still open: a capacity to understand the 
point of View of others, and especially of the younger 
ones; a willingness to argue without acrimony, and 
yet with fire and spirit. By courtesy I mean the ability 
to put yourself in the place of other people. It is a rare 
and beautiful virtue, and it needs to be cherished 
continually. 

The main practical thing to remember, however, is 
that you are now sixty-five and on the point of retire- 
ment. For heaven’s sake retire and do not persuade 
yourself that you are a special case. If you have kept 
mind and body active, a world of new interests lies before 
you. If not, then you have no business to cling to office, 
or indeed to any voluntary or other service to which 
you are attached. Clear out. Do not rationalise by 
saying that you “ want to see this thing through.” 
That is just another barnacle argument; what you 
really want to do is to cling. 

As we grow older, self-criticism tends to become 
blunted. I know of no better test than the one proposed 
by George Meredith : 

“You may estimate your capacity for comic perception 
by being able to detect the ridicule of them you love, without 
loving them less ; and more by being able to see yourself 
somewhat ridiculous in dear eyes, and accepting the 
correction their image of you proposes.” 

Now remember. . . 

Yours faithfully, 
[Sgd] James M. Mackin ross. 


So he replied briefly to his earlier self : 


20th February, 1956. 
My dear MackINTOsH, 


Many thanks for your letter of twenty-three years ago. 
I opened it, as you directed, on my sixty-fifth birthday. 


1. Lancet, 1947, i, 659. 
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A little solemn, I thought—but then, of course, you 
were addressing a man old enough to be your father. 
The plain truth is that I must not make a virtue of 
necessity : I retire at sixty-five, and that’s that. I am 
not a special case. Thanks all the same for your friendly 
advice which I shall try humbly to follow. It has been 
such fun since you wrote... 
Yours truly, 
J. M. MackintTosu. 


Parliament 


Capital Punishment 


On the committee stage of the Death Penalty 
(Abolition) Bill in the House of Commons on May 16 
an amendment, moved by Sir Hugh Lucas-Tooth, a 
former under-secretary to the Home Office, providing 
for the retention of the death penalty where murder is 
committed by prisoners already serving a life sentence, 
was carried by 4 votes—198 to 194. The amendment 
was supported by Major GwiLyM LLoyD-GEORGE, the 
Home Secretary, who said that Parliament had already 
thought it right to protect prison staffs against attack 
falling short of murder by preserving corporal punishment 
for offences of this kind. It seemed right that prison 
staffs should have analogous protection against attacks 
that killed. Mr. SyDNEY SILVERMAN, the promoter of 
the Bill, described the amendment as the greatest 
nonsense in the world. What, he asked, had this to do 
with an offence which everybody conceded had never 
happened in living memory in any country? The 
committee were being asked to retain the death penalty, 
with all its solemnity of the gallows, the black cap, and 
the rest, for a purely imaginary danger. 


QUESTION TIME 
Nutritive Value of Flour 


Replying to a question, Mr. D. H. Amory, Minister of 
Agriculture, Fisheries and Food, said that the main conclusion 
of the Panel on the Composition and Nutritive Value of 
Flour was that the available evidence did not reveal any 
ascertainable difference between National flour as defined 
in the Flour Order, 1953, and flours of extraction-rate less 
than National flour, to which vitamin B, nicotinic acid, and 
iron had been restored in the amounts specified in the Flour 
Order, 1953, which would significantly affect the health of the 
population in any foreseeable circumstances. 

The Government had decided to accept this conclusion 
as a basis for action The present Flour Order provided for 
the restoration of the three nutrients to all flour of an extrac- 
tion-rate below 80°, and to that extent was already in accord- 
ance with the main recommendation of the panel. This 
Order would continue in force until the bread subsidy was 
abolished on Sept. 29, 1956, when it was proposed to replace 
it by regulation under the Food and Drugs Act, 1955, and 
corresponding Scottish legislation, providing that all flour 
should contain not less vitamin B,, nicotinic acid, and iron 
than the quantities laid down in the present Flour Order. 

The Government had decided to invite the Food Standards 
Committee to consider whether, in addition to requirements 
as to the content in flour of vitamin B,, nicotinic acid, and 
iron, more extensive regulations governing the composition 
of flour and bread were needed to protect the consumer. 


Advice on Smoking 


Replying to a question, Sir Davip Ecc ies, Minister of 
Education, said that a new edition of the Ministry’s hand- 
book on health education, containing suggestions for teachers, 
to be published shortly, would include a passage regarding 
advice to school-children of the dangers associated with 
smoking. 

School Milk 

Replying to a question Mr. DENNIS VosPER, parliamentary 
secretary to the Ministry of Education, said that most pupils 
taking school milk at weekends were at independent boarding- 
schools. Very few children from other schools attended the 
special centres open on Saturdays and during holidays, 
and these centres were expensive to administer. There 
was no good reason why pupils in nursery-schools should 
have a larger allowance than pupils under five in nursery 
classes and ordinary classes. 


N.H.S. Working Parties and Committees 


In answer to a question, Mr. R. H. Turton, Minister of 
Health, gave the following list of working parties and com- 
mittees due to report on the National Health Service : 

Mileage Committee.—A report is in draft. 

Ltommittee of Inquiry on the Rehabilitation of Disabled Persons.— 
Report is expected later this year. 

Working Party on the Recruitment and Training of Health Visitors. 
—Report has been received and will be published shortly. 

on Hospital Supplies.—An interim report is expected 
in June. 

Joint Subcommittee on the Control of Dangerous Drugs and Poisons 
in Hospitals.-Report is expected before the end of the year. 

Study Group on Maintenance of Building Plant and Grounds.- 
Report is expected shortly. 

Committee on Medical Manpower.—Not yet known. 

Committee on Recruitment to the Dental Profession.—Report is 
expected this summer. 

Working Party on Social Workers.—-Not yet known. 

Study Group on Application of Electronic Devices to Hospital 
Accounts and Costing.—Not yet known. 

Committee on Maternity Services.—Not yet known. 


Obituary 


JOAN GRAEME MALLESON 
M.B. Lond. 


THE news of the death of Dr. Joan Malleson in a 
drowning accident in Fiji on May 15 was received in 
London last week. To her work at University College 
Hospital and for the Family Planning Association, 
and to her writing and broadcasting, she brought a 
clear unprejudiced mind and a ready yet discerning 
sympathy. 

Joan Billson was born at Leicester in 1900 and educated 
at Bedales, where she was head girl. She qualified from 
Charing Cross Hospital in 1925, and after holding a house- 
appointment there she became medical officer to the 
comprehensive clinic at Holborn and later clinical 
assistant at the West End Hospital for Nervous Diseases. 
Her experience in these posts and in the general practice 
which she ran for a number of years with the late Cecile 
Booysen convinced her that much of her patients’ 
mental and physical ill health was caused by sexual diffi- 
culties due to ignorance. She believed that health educa- 
tion on marriage and the special problems of women would 
be the most useful contribution she could make to 
medicine, and her success in this work led her gradually 
to give up her general practice to spend all her time in 
this specialty. Outside her consultant practice she was 
medical officer to the clinic for sexual difficulties of the 
Islington Women’s Welfare Centre, and to the dys- 
pareunia clinic at the obstetric unit of University College 
Hospital. As a member of the executive committee of 
the Family Planning Association she gave evidence to 
the Royal Commission on Population and started the 
association’s seminological centre. She also wrote 
many of their pamphlets. Under the pseudonym of 
“Medica ’’ she wrote books addressed to women and 
married couples, notably Change of Life and Any Wife or 
Any Husband, and she gave an excellent series of talks in 
Woman’s Hour on the problems of the menopause. 
Her contributions to scientific journals included a paper 
in our columns in 1954 in which she suggested that in 
many affective disorders there were remediable endocrine 
factors. For some years she had continued to work 
despite ill health, and last January she sought recupera- 
tion in an exchange of practice with a New Zealand 
woman doctor. She was on her way home from this 
successful experiment, of which she had lately written 
cheerfully and happily to friends in this country. 

M. C. N. J. writes : 


** More than thirty years ago Joan Malleson and I—Joan 
Billson as she was then—were fellow students at University 
College in Gower Street, but we subsequently went to different 
hospitals and did not meet again for many years, by which 
time we were both wives and mothers and back in medical 
practice. Joan was in partnership with that forthright pacifist 
Cecile Booysen, by whom she was greatly influenced and to 
whom she was devoted. Cecile’s untimely and tragic death 
was a great blow to Joan and left a gap in her life which was 
never quite filled. Not long afterwards she gave up general 
practice for consultant work of a kind in which her great 
gifts of sympathy and gentleness brought untold comfort 
to the many couples who came to her with their marital 
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difficulties and problems. Her own experiences of life and 
particular qualities of temperament gave her a special insight 
into such matters so that as a medical adviser she possessed 
a value quite unique and all her own. 

“She wrote with apparent facility. What she had to say 
in popular language on all aspects of family life and planning, 
on sex difficulties and women’s ailments deserved—and 
found—a wide public. Indeed, some of her small books have 
rightly become best sellers. The Family Planning Association 
has good reason to be grateful for all the time’and hard work 
she devoted to its cause, for she was among the pioneers in 
this field. 

‘** But when all is said her most outstanding and endearing 
quality was a tenderness of heart that found expression in a 
desire both passionate and practical to help those in distress. 
Though quite the reverse of a tough guy, she possessed a 
philosophy that enabled her to endure her own illnesses with 
equanimity and an obstinate courage that kept her in London 
throughout the war. Her last journey—to New Zealand to 
do an exchange practice for six months—was just one more 
example of the valiant way in which she faced and grappled 
with disabilities and fears.”’ 


Dr. Malleson was formerly the wife of Mr. Miles 
Malleson, the actor. Their two sons are both doctors. 


Diary of the Week 


MAY 27 TO JUNE 2 
Monday, 28th 


MANCHESTER MEDICAL SOCIETY 
9 P.M. (Medical Library, 
General Practice. Dr. H. . Ashwort 
Chamarette : Psychosomatic Medic ine. 


Tuesday, 29th 


WRIGHT-FLEMING INSTITUTE OF MICROBIOLOGY, St. Mary’s Hospital 
Medical School, W.2 
5 pM. Dr. R. E. O. Williams: The Numbers and Significance 
of Bacteria in Air. 
ROYAL STATISTICAL SOCIETY 
5.30 p.m. (Westminster Medical School, Horseferry Road, S.W.1.) 
Medical Section. Dr. A. C. Dornhorst, Dr. J. R. Bignall, 
Mr. M. P. Curwen: Should Research be Based on Routine 
Hospital Records ? 


Wednesday, 30th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
2p.m. Prof. A. W. Downie, F.R.Ss.: The Incubation Period in 
Infective Disease. 
St. Mary’s HosPiraL MEDICAL SCHOOL, Paddington, W.2 
5 p.m. Mr. T. N. A. Jeffcoate: Forceps 
INSTITUTE OF OBSTETRICS AND GYNASCOLOG 
11 a.M. (Queen Charlotte’s Hospital, Goldhawk Road, W.6.) 
Miss Josephine Barnes: Habitual Abortion. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, 8.W.° 
5p.M. Dr. J. G. Scadding : Trends in the Treatment of Pitsenies 
Tuberculosis. 


Thursday, 31st 
mete, 2. eed OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 


Dr. N. 


5 pM. Mr. Eric Samuel: The Anatomy of the Bile Ducts in 


Relation to the Post-cholecystectomy Syndrome. (Hun- 
terian lecture.) 
UNIVERSITY OF LONDON 
5 p.m. (St. Thomas’s Hospital Medical School, 8.E 1.) Prof. 


The Pharmacological Basis of the 
Acid Diethylamide on Brain and 


E. Rothlin (Basle): 
Action of Lysergic 
Mind. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4 pM. Dr. C. M. Fletcher Morbid Effects of Atmospheric 
Pollution. 
Guy’s HospiTraL MEDICAL ScHooLn, London Bridge, S.E.1 
5 p.m. Prof. Charles Rob: The Place of Direct Surgery in the 
Treatment of Obliterative Vascular Disease. (Carbutt 
Memorial lecture.) 
INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, W.C.1 
5 P.M. Dr. Israei 8S. Wechsler (New York): Some Clinical 
Hypothalamic Syndromes. 
HONYMAN GILLESPIE LECTURE 


5 p.m. (University New Buildings, Teviot Place, Edinburgh.) 
Mr. T. McW. Millar: Some Problems in the Surgery of 
the Bile Ducts. 

UNIVERSITY OF ST. ANDREWS 


5 P.M. (Queen’s College. Small’s Wynd, Dundee.) Prof. C. de Luve 
(Louvain): Biochemical Properties of Isolated Cell 
Constituents 

Friday, Ist 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
9.30 a.m. Neurology. Combined meeting with the Société Belge de 
Neurologie. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
10 Mr. Arthur Jacobs: Uretero-colic Anastomosis : 
Observations on Long-term Survival and Wellbeing After 
Operation. 


4p.mM. Dr. C. L. Cope: The Adrenals and Stress. 


Notes and News 


WORLD HEALTH’?ASSEMBLY 


Ar the ninth World Health Assembly, which opened in 
Geneva on May 8,! the programme and budget committee has 
approved a budget of $10,700,000 for 1957.2 The assembly 
elected the following six member States to serve on the 
Executive Board of W.H.O.: Syria, Mexico, India, Italy, 
United Kingdom, and Canada. The board comprises eighteen 
members, of whom six retire each year. By a vote of 51 in 
favour and none against, with 5 abstentions, the assembly 
adopted a resolution designed to facilitate the resumption by 
inactive members of their rights and obligations in W.H.O. 
and the settiement of their arrears of contributions. Notifica- 
tions of withdrawal were received in 1949 from the U.S.S.R., 
the Ukrainian S.8.R., the Byelorussian S8.S.R., and Bulgaria, 
and in 1950 from Rumania, Albania, Czechoslovakia, Hungary , 
and Poland. Official contacts between W.H.O. and the 
U.S.8.R. and some of the other inactive members have been 
re-established in the past year. At its meeting last January * 
the Executive Board welcomed U.S.S.R. representatives, who 
explained the position of their government, and expressed its 
satisfaction at the U.S.S.R.’s readiness again to participate 
actively in the Organisation's work. 


AN S.H.M.O. APPOINTMENT 


AGREEMENT has not yet been reached in Glasgow over the 
terms of the appointment of a physician at Bellefield Sana- 
torium, in Lanarkshire. Hitherto the chest services of the 
area have been provided by consultants centred in Glasgow 
and by the physician-superintendent at Bellefield who was also 
a consultant. Now that the latter has retired, the Western 
Regional Hospital Board propose to replace him by a senior 
hospital medical officer, in the position of superintendent, and 
to ask one of the Glasgow consultants to act in a supervisory 
capacity ; the vacancy is announced in our advertisement 
columns this week. The regional consultants and specialists 
committee has not so far been persuaded that the proposed 
arrangement is justified. 


NUTRITION RESEARCH AT COONOOR 


THE annual report for 1954-55 of the Nutrition Labora- 
tories of the Indian Council of Medical Research at Coonoor 
is a record of steady activities. The laboratories now have a 
research staff of 33, who are clearly maintaining the high 
standard of work at Coonoor. 

Studies of vitamins include the development of a fluoro- 
metric method for vitamin-A assay and an examination of the 
effect of vitamin D on the metabolism of rachitic epiphyseal 
cartilages, in which it was shown that vitamin D caused a 
100% increase in the citric-acid content of the cartilage in 
twenty-four hours. Studies on proteins have been concerned 
with estimations of essential amino-acids in common Indian 
food by microbiological techniques and with the combined 
effect of calorie and protein deficiencies on the enzyme con- 
tents of the organs of rats. Human experiments on the 
maintenance requirements of protein in young Indian adults 
indicate that these are similar to those of Americans studied 
by Merlin. Detailed quantitative analyses have been made of 
the octadecanedioic acids present in cow and buffalo fat and 
in vasaspati. Clinical investigations have been carried out on 
kwashiorkor, with particular relation to the cause of the 
a@dema. Field investigations have shown that, whereas the 
skeletal age of well-to-do Indian children, determined radio- 
logically, usually compares well with American standards, 
in half the poor children the appearance of ossification centres 
of bones of the wrist and hand was delayed by a year or more. 


THE FARMER AND THE TOWNSMAN 


THE increasing numbers of town-dwellers in every country 
easily forget how dependent they are on the farmers for their 
food. Farming may seem a dull and unexciting occupation in 
comparison with rauch of modern industry with its mechanical 
marvels; and, as an excellent F.A.O. booklet clearly points 
out,‘ in every country the average income of the people on 
the farms is less than that of the people in industry and 
commerce, For these reasons farming is failing to attract the 


. See Lancet, May 19, 1956, p. 758. 

. Times, May 22, 1956. 

. See Lancet, Feb. 4, 1956, p. 251. 

. Agric ulture in the World Economy. Rome, 
Obtainable from H.M. Stationery Office. 5s. 
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most capable and intelligent young people. Yet farming is 
an interesting, though hazardous, life. Nature still largely 
governs the growth of crops and animals: frost and tempest, 
drought and floods, inflict heavy loss; diseases and pests 
attack plants and animals. Natural hazards are always 
upsetting the farmer's plans, and on occasion may ruin him. 
They have not been and probably never will be controlled as 
closely as manufacturers can control their output. The bio- 
logical processes of gestation, birth, growth, and maturation 
take a long time ; and crops and livestock production cannot 
be suddenly turned or stopped to meet market changes. 
Farming is more than an occupation : it is a family enterprise 
and a mode of life, which cannot be rapidly adapted. 

As this F.A.O. booklet points out, farming and industry are 
not essentially in competition. They are indeed partners. In 
nearly every country, if industrial incomes are high, so are 
farm incomes, but, when industrial incomes are low, farm 
incomes are lower. But whether a country be rich or poor, 
agriculture does not receive a *‘ fair ’’ share of national income. 
If agriculture is to keep pace with the growth of increasing 
industrial populations, it must have both financial capital 
and intelligent leadership for its development. 


University of Cambridge 
On May 12 the following degrees were conferred : 


M.D.—B. A. J. Chodak Gregory, R. G. Orr, C. M. B. 
Matthew Wilkinson. 
M.Chir.—P. F. Jones. 


Pare, 


University of London 

On Nov. 23 the hon. degree of Lu.p. will be conferred on 
Sir Harold Himsworth. 

Mr. J. H. Birkinshaw, p.sc., reader in biochemistry at 
the London School of Hygiene and Tropical Medicine, has 
been appointed to the university chair of biochemistry at 
the school. Dr. B. 8S. Cardell, senior lecturer in morbid 
anatomy at King’s College Hospital Medical School, has been 
appointed to the university readership in morbid anatomy 
at the school. 


University of Sheffield 

Dr. R. A. Caldwell has been appointed lecturer in pathology, 
Dr. R. 8. Duff lecturer in medicine, Dr. J. P. Green, Dr. A. 
Simpson, and Dr. R. A. James demonstrators in anatomy, 
Dr. F. J. Flint part-time clinical teacher in medicine, and 
Mr. A. A. Jefferson part-time clinical teacher in neurological 
surgery. 


University of Leeds 

Dr. C. E. Lumsden has been appointed to the chair of 
pathology. 

Dr. Lumsden graduated M.B. in the University of Aberdeen in 
1936 and later held house-appointments in the Royal Infirmary 
there. In 1938 he was awarded a Garden research fellowship in 
the university and he remained in Aberdeen until 1951, as an 
assistant lecturer, and finally senior lecturer in the department 
of pathology. He was released from the university, at his own 
request, in 1940 and served in the R.A.M.C, in India and Persia. 
In 1948 he took the degree of M.D. with honours, and in 1949 with 
a senior Rockefeller fellowship visited American medical schools. 
In 1951 he was awarded the Royal Society’s Henry Head research 
fellowship, which he still holds. The first six months’ tenure of 
the fellowship he spent working in the cytochemical division of the 
Carlsberg Laboratory, Copenhagen. He then joined the Institute 
of Neurology of the University of London and created at the 
Maida Vale Hospital for Nervous Diseases a small independent unit 
for research in experimental neurocytology. 


Faculty of Ophthalmologists 

The following have been elected officers of the Faculty 
for 1956-57 : 

President, Dr. John Marshall; vice-presidents, Mr. J. R. Wheeler, 


Mr. L. H. Savin ; hon. treasurer, Mr. A. McKie Reid ; hon. secretary, 
Mr. E. F. King. 


Symposium on Arteriosclerosis 

The Swiss Academy of Medical Sciences is holding a 
symposium on arteriosclerosis at Basle from Aug. 8 to 10. 
Further information may be had from Prof. A. Gigon, 
Petersplatz 13, Basle, Switzerland. 


Nuffield Burns Unit 

On May 12 this unit was opened in the plastic surgery 
department at Stoke Mandeville Hospital, Aylesbury, by 
Sir Harold Gillies. Immediately before the opening ceremony 
Lord Nuffield put the last screw in the plaque on the door of 
the unit, which bears his name. 


APPOINTMENTS—BIRTHS, 


MARRIAGES, AND DEATHS 
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Hunterian Society 


The gold medal for this society's essay competition in 
1955 has been awarded to Dr. John Fry. 


Beit Fellowship 


A junior Beit fellowship has been awarded to Dr. R. J. 
Shephard. 


National Blood Transfusion Service 

There were 759,571 donations of blood in 1955, compared 
with 700,202 in 1954. 116,410 people gave their blood for 
the first time, and at the end of December the donors’ panel 
was 591,204, compared with 540,389 a year before. To meet 
the ever-increasing demands for blood, the service needs at 
least 650,000 regular donors to make sure that supplies of 
blood are adequate. Anyone who is in normal health and 
between the ages of 18 and 65 is welcomed. 


Dental Man-power in the Forces 

The Ministry of Health and the Department of Health 
for Scotland, in consultation with the dental profession, have 
appointed a Dental Manpower Committee to advise on the 
allocation and recruitment to the Forces of dentists liable for 
National Service. Mr. J.P. Dodds, of the Ministry of Health, 
is to be the chairman, and the medical members are: Sir 
William Kelsey Fry, Mr. F. G. Gibbs, Prof. W. E. Herbert, Prof. 
R. V. Bradlaw, Dr. T. H. J. Douglas, and Dr. A. T. Wynne. 


Maternity Services Committee 

This committee, which was set up by the Minister of Health 
under the chairmanship of the Earl of Cranbrook, to review 
the organisation of the maternity services in England and 
Wales held its first meeting on May 17, and decided to invite 
written evidence. Invitations are being sent to selected 
organisations and the committee will also consider evidence 
submitted from any other source. Any person or organisation 
wishing to submit views should write to the committee’s 
secretary Mr. J. S. B. Butler, Ministry of Health, Savile 
Row, London, W.1. 


Treatment Centre for Spastics 

On May 16 Miss Patricia Hornsby-Smith, parliamentary 
secretary to the Ministry of Health, opened at Prested Hall, 
Feering, Essex, the National Spastics Society’s first residential 
treatment centre for adults. The centre will take 30 men 
and women with cerebral palsy, between the ages of 25 and 40. 
The staff includes 2 physiotherapists, 2 occupational therapists, 
a speech therapist, and house parents, under the guidance of 
Dr. A. G. Mackenzie and Dr. Nicholls Palmer. Miss Hornsby- 
Smith said that the society’s record was a proud one. Ina 
comparatively short time they had opened 4 national schools 
and residential centres and, in coéperation with local health 
authorities, 29 local schools and centres. There was, she 
believed, immense scope for voluntary effort on specific and 
numerically limited problems such as this. ‘* Anyone who 
imagines that the health service can do everything at once, 
is living in the realms of fantasy, and with the many vast 
problems with which we have to deal we can only fix our 
priorities and try and solve them within the limits of the 
financial allocation which Parliament allows us.” 


Appointments 

Tuomas, R. G., M.B. Lpool, D.P.H.: 

R.H.B. 

Colonial Appointments : 
ANASTASSIADES, I. N., M.B. Athens: district M.o., Cyprus. 
Harris, F. C., M.R.C.S., D.C.P.: specialist pathologist, Gold Coast. 
Jones, L. G. G., M.R.C.P.E.: M.O., grade A venereologist, Trinidad. 
Koruari, P. C., M.B. Bombay: M.o., Sierra Leone. 

Low, A. D., M.R.c.8s.: district M.o., St. Lucia. 
PRENDIVILLE, K. P., L.R.C.P.1.: asst. M.O., Bahamas. 
THomson, M. J. C., L.M.8.8.A.: resident M.o., Uganda. 
Vovuticn, B., M.D.: M.O., northern region, Nigeria. 


deputy 8.4.M.0., Newcastle 


Births, Marriages, and Deaths f 
BIRTHS 


TURNER.—On May 6, at Redwood City, California, to Joan, wife of 
— G. Turner, F.R.C.8., a son James, brother to Peter and 
ohn. 
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‘“‘ The control of the severe usually unproductive cough 
associated with tumours of the lungs and bronchi is a 
difficult therapeutic problem, for which hitherto, at least in 
this country, opiates including heroin have often been used. 
But American physicians have used alternatives for this 
purpose. Increasing interest is being shown in the anti- 
tussive properties of some of the new synthetic narcotics, 
especially in levorphan congeners such as dextrorphan 
and dextromethorphan.”’ 


Lancet, 1965, ii, 1183 


DEXTROMETHORPHAN 


is now generally available 
under the trade name 


TRADE MARK BRAND 


DOSAGE 

ApuLts: One to two teaspoonfuls (10 mg. to 20 mg.) 

CHILDREN: Half to one teaspoonful (5 mg. to 10 mg.) 

INFANTS: | One quarter to one half teaspoonful (2-5 mg. to § mg.) 
These doses may be given one to four times daily. 


Romilar Syrup is available in bottles of 100 c.c. and 500 ¢.c. 


A ROCHE PRODUCT 


ROCHE PRODUCTS LIMITED * I1§ MANCHESTER SQUARE * LONDON, W.1 
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INTERFERENGE POSITIVELY ELIMINATED By simply rotating a 


PHILIPS 
Cardioluxe 


— 


PORTABLE 


DIRECT WRITING 


Sa 


= 


SINGLE GHANNEL 


control all A.C. mains 


interference can be 


Write or 


telephone: 


for Leaflet ‘M’ 


INSTANTANEOUS RECORD A )heatedstylus, in contact with a thermo- 
sensitive paper, produces immediately 
visible records. 


CLEAR DEFINITION The high writing sensitivity of the paper - 
ensures that the records are produced 
with great clarity. 


EXTREME FIDELITY Precision electronic design guarantees 
faithful reproduction. No need to be 
compared with so called photographic 
standard. 


PHILIPS ELECTRICAL LTD. 


2 ELECTRO-MEDICAL DEPARTMENT 


Century House Shaftesbury A London WC2 - GERrard 7777 
(PxMOI2IC) 
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The Medical Department of 
STANLEY COX LIMITED 


now have available in this country 


The 
AGA 
PULMOSPIRATOR 


Positive/Negative Pressure Respirator 


The full Positive/Negative range of this respirator is 
obtained from an A.C. Mains Compressor unit and 
the Positive Pressure range can also be obtained 


from compressed air or oxygen cylinders. 


Full details of this Respirator, which has already 
seen several years of successful service in Scandinavia, 


can be obtained from 


The Medical Department 


STANLEY COX LIMITED 


ELECTRIN HOUSE - 93-97 NEW CAVENDISH STREET - LONDON - W./ 
Telephone: Langham 4551/6 Telegrams: Stanlicox, Wesdo 


WEST OF ENGLAND: 23 Broad Street, Bath. Telephone: 2322 
NORTH OF ENGLAND: D.6, Victoria Buildings, 32 D. 2 Manchester, 3. Telephone: DEAnsgate 3726 
SCOTTISH REPRESENTATIVE: H. A. West, 41 Watson Crescent, Edinburgh. Telephone: 68322 
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EAGLE &, 


INSURANCE COM ‘COMPANY LTD. 


The new tax concessions available to self- 
employed persons, controlling Directors and 
others under the Finance Bill are described 
in our new leaflet entitled 


“PENSIONS FOR THE 
SELF-EMPLOYED” 


which illustrates Pension Plans especially 
designed to secure maximum advantage 
therefrom. 

The leaflet will be sent on application to 
your nearest branch or to 


22 ARLINGTON STREET, LONDON, S.W.1 


Pioneers of Pension Plans 


The safest and best 


preparation of opium 


Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 


Packed in 2-o0z., 4-0z., 8-oz. and 16-oz. bottles, and 
for injection in }-oz. rubber-capped bottles, sterile, 
ready for use. 


NEPENTHE 


Canned strained foods 
seta mothers mind at rest 


As you know, some mothers are worried 
when you advise early mixed feeding for 
baby. With so many other things to do, the 
difficulty of obtaining and preparinga variety 
of fresh foods seems almost insuperable. But 
Heinz Strained Foods solve the mother’s 
problem and make it easy for her to follow 
your advice. 

Furthermore, Heinz Strained Foods are 
better for baby than many home-prepared 
foods. Heinz get their vegetables and fruits 
straight from farms. And the special Heinz 
cooking and straining equipment preserves 
the maximum goodness. 

So with 19 really nourishing varieties to 
choose from, it’s easy for mother to give her 
baby the varied diet you recommend. 

For a FREE booklet giving the nutrient 
values of all 19 varieties of Heinz Strained 
Foods, please write to Dept. 2R, H. J. Heinz 
Company Ltd., London N.W.10. 


“HEINZ 


Strained Foods 


SOUPS - MEAT BROTHS - VEGETABLES - SWEETS - CEREAL 
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CAMP-VARCO 
PELVIC TRACTION 


Pelvic Traction in Low Back Injuries 


This pelvic traction system is designed to avoid the com- 
plications of thrombophlebitis, swollen ankles and knees. 
The apparatus is easy to apply, the fitting being similar 
to that of any sacro-iliac or back support. It is con- 
structed on the principle of a body belt to which are 
attached two adjustable traction straps; these are attached 
to a spreader board from which is suspended the appro- 
priate weight. 
The traction operates through the sacro-iliac region and 
along the spine and avoids the hips, knees and ankle 
jcints; one of the advantages of the pelvic traction system 
is that the patient has freedom of movement of the lower 
limbs. 
Chm ?-VARCO 
YREATMENT 
SET 


Complete in 
carrying case. 
Weight 134 ibs. 
Size overall 
37°x9" x4” 


The method is extremely simple and can if required 
be used at home under medical direction. It is*well- 
tolerated by the patient and makes for greater comfort 
and easier nursing attention. 


Full information on request 


S. H. CAMP & COMPANY LTD 


19 Hanover Square, London, W.I 


Makers of CAMP Surgical Supports 


TRADITION AND 
PROGRESS 


Traditional and modern scientific methods are both 
to be found in the modern German Spa under 
medical supervision. In Spas where the Kneipp 
method and climatotherapy are practised under 
medical supervision, courses of mineral and sea- 
water baths provide effective treatment. They are 
well worth considering for YOUR PATIENTS. 


Information about the 
German spas and bal- 
neological literature 
may be had free from: 
German Tourist infor- 
mation Bureau, 6, Vigo 
Street, Regent Street, 
London, W.1, or Deut- 
scher Baderverband, 
Bonn, Lotharstr. 19. 


In your plans for your child’s 
education and career life assurance 
can be a real help. Write today 
for a copy of the New “Career 
Policy ” t to 


SCOTTISH 
WIDOWS’ FUND 


Head Office: 9 St. Andrew Square, Edinburgh, 2 
Lendon Offices: 28 Cornhill, B.C.3 17 Waterloo Place, 5.W.1 
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H. K. LEWIS & Co. Ltd. BOOKSELLERS 


TEXTBOOKS AND WORKS IN MEDICAL, SURGICAL AND GENERAL SCIENCE OF ALL PUBLISHERS 


Catalogues on application. Please state interests. 
FOREIGN BOOKS: Continental and American books obtained to order. 
SECOND-HAND BOOKS: A constantly changing large stock of Medical and Scientific Literature on view, 
classified under subjects. 
MEDICAL STATIONERY : Loose-Leaf Case Books, Card Index Systems, etc. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 


Annual Subscription from Twenty-five Shillings Prospectus on application 


The Library Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects. 
Pp. xii + 1152. To subscribers I7s. 6d. net ; to non-subscribers 35s. net ; postage Is. 9d. 
Supplement 1950-52. To subscribers 3s. net; to non-subscribers 6s. net; postage 8d. 


H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.! Phone: EUSton 4282 


ROYAL 
R AUSTRALIAN AIR FORCE 


‘ invites applications from male 
W A N T EK D Doctors who are British 

‘ subjects and resident in the 

| United Kingdom for appointment 


by th 4 ' as Medical Officers. 


Royal Australian Air Force 


Here are some of the advantages and | 


PAY with allowances commences from 
conditions of service: 


* Commis oned Rank of Flight Lieutenant on 4 date of embarkation. Examples as follows 
ining Single Marri 
from 40. Fit Lt (on joining) LA 1519 £A 1733 
t to Austra successful 
their wives and families. Sqft Ldr £A 1845 £2059 
* ond postgraduate training in Wg Cdr $$ £A2201 £A 2415 
.A.A.F, and civil hospitals. 
* Pension scheme providing retiring allowance and ‘ Gp Capt £A 2523 £A 2737 
covering invalidity or death during service. Air Cdre £A 3235 £A 3449 


For further detailed information apply to 
ROYAL AUSTRALIAN AIR FORCE, Overseas Headquarters, Australia House, Strand, London, W.C.2. 
Temple Bar 2435 Ext. 433. 


CHISWICK HOUSE HEIGHAM HALL, NORWICH 
PINNER, MIDDLESEX PRIVATE MENTAL HOME for Nervous and Mencal iliness. All types 
of treatment carried out. Accommodation for Alcoholics and Addicts 
Telephone: PINNER 234 evailaple. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 
Apply to Dr. j. A. SMALL Telephone : Nerwich 20080 
vate ng ome for Men and Nervous illness. "Ge 
All modern forms of treatment. Two country houses in adjoining THE LANCET 
grounds of 5 and 6 acres respectively, 12 miles from London. Annual Subscription: £3 3 0 per annum 
i i B q i 
Trains every 15 minutes from Baker Street to Pinner Special reduced rates to Medical Students and Doctors 
DOUGLAS MACAULAY, M.D., D.P.M. within 1 year of qualification. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appoinced House with spacious balconies and extensive views ef the Seuth Deven Coast. Beautiful garden and own dairy in 35 acres 
in the same grounds, ROWDENS, a comfortable house with lovely views. Private road te the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P, Telephones—TEIGNMOUTH 289 aad 537 
16 
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ST. ANDREW’S HOSPITAL oisonvers 
NORTHAMPTON 
PresipEnt: THE EARL SPENCER 
Mepicat SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary palo. and certified patients 
ef both sexes noe received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with al nurses, male or female, in the Hospita! er in one of the numerous villas in the grounds of the various branches 


ean be provi 
WANTAGE HOUSE 


insulin treatment is available for suitable cases. It contains special a —— for hydrotherapy by various methods, inc luding 


Turkish and Russian baths, the prolonged immersien bath, Vic Ln eo Douehe, Electrical baths, “ry — treatment, 
etc. There is an O Theatre, a Dental Surgery, an Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and Hig queney treatment. It also eontains Labereherias for biochemical, bacteriological, and pathological! 


research. Psychotherapeutic treatment is employed when indicated. 
MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and tables are ee to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is @ feature of branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 

The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
senery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit thie 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches of the Hospital there are crickct grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


THE MEDICAL PROTECTION SOCIETY timirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 
ACADEMIC AND EDUCATIONAL Page | Grimsby Gen. Sr. H.O. is .. 56] Liverpool United Hosps. Sr. H.O.’s 57 
SECTION 49 Sr. H. de 7 County Ophtinaimte 58 
ore ing George. Sr. Aural, Sr 
ADMINISTRATIVE Newcastle Gen. H.O.. 58 | Salisbury Gen, Sr. H.O. 60 
me PO as Hosp. of London, _ | Oxford United Hosps. Reg. 59 | Stoke-on-Trent. North Staffs Royal 
W.C.2. Sr. H.D.O. -- 50] Plymouth. South Devon whe 
Liverpool R.H.B. Asst. Sr. M.O. 50 Cornwall. Sr. H.O. 59 | GERIATRICS 
ANESTHETICS Salisbury Gen. Sr H. oO. 60 Brighton Gen. H.O. 54 
osp. for Sick Chi w.c eg... 53 ough 0 1 . frac’ Cast a 
Nelson, S.W.20. Sr. H.O. _. §2| Swansea. Locum Jr. 61 “si 
North West Met. R.H.B. Reg. 52 | Warrington Jr. O. or H. 0. HEMATOLOGY 
Bristol. Southmead Gen. sheen. Group or Sr. H.O. . 61 | Newcastle R.H.B. Jr. H.M.O. co 
M.C. Sr. H.O. .. 54] CHEST aa ‘TUBERCULOSIS INFECTIOUS DISEASES 
Derby. + ~~ ome Royal Inty. Sr. | Brompton Hosp. San., Frimley. Sr. Nottingham, Heathfield. Locum Jr. 
Anglian ‘Cons. .. 450] Brompton, S.W.3. H.0.’s 
Hastings Group H.M.C. Sr.H.O. .. 56] Ww Cross, E.ll. Reg. MEDICINE H.O 51 
Hitchin Hosps. Sr. H.0. .. Cardiff. Glan Ely. Sr. H.O. 
Leicester Royal Infy. Reg. . 57 | Carshaiton. St. Helier. Sr. H.O: 55] fammesamith Hosp, & P.G. Med. 
Liverpool United Hosps. Sr. H.0.’s 57] Kast Anglian R.H.B. Sr. Reg. 56 | ~ ‘schon 18. Hee 
Luton & Dunstable. Reg 57 | Lane hester, ‘0. Durham. Maiden Law. L S11. 
Manc South Manc Doster Jr. H.M.O. 57 Metro} volitan Pre: “reg. H.O.’s 52 
Sr. H.C 58 | Manchester it.i1.B. Reg 57 | Mildmay Mission, Pro-reg. H. 52 
Mid- Kent MC. Sr. H.O. .. .. 58] Manchester R.H.B. Sr. H.M.O 50 | Mile End, El. EO. 52 
5g | upon Tyne. W alker Gate. 59 | North East Met. Regs. 52 
Norwich United Hosps. Sr. H.O. .. 59] North East Met. R.H.B. Regs. |. 52 B 
Nottingham City. Sr. H. .. 59] Scotland. South-Eastern R.H.B. Sr. 
Southampton Group it. Sr. Reg. 60 St Leommed’ « 33 
60 | Scotland. Western R.H.B. Sr. H. M.O. 50 | St’ Mary's, W.2. Re 
— Met. H.O Cons. | & Dist. BC. BO... OF Ell. 
| DENTAL SURGERY Woolwich Group H.M.C. H.'s) 53 
Royal Denta: Hosp. of London, W.C.2 Aberdeen. Gen. Hosps, B.O.M Reg. 53 
BACTERIOLOGY P.-t. Cons. .. 4y Mandeville. .O.. 
Yewcastle United Hosps. Reg. jedford Gen -re-reg ) 
DERMATOLOGY Carluke, Lanarkshire. Law. H.O. .. 55 
CARDIOLOGY St. John’s Hosp. for pigeeee 8 of = -» | Chelmsford & Essex. H.O. .. i. 
Newcastle Gen. H.O... Skin, W.C.2. Sr. H.O. 53 | Chelmsford. St. John’s, H.O. 
CASUALTY EAR, NOSE, AND THROAT Cheltenham Gen. Pre-reg. - a .«. & 
Connaught, E,17. Sr. H.O. .. .. 511] Hosp. for Sick Child., W ty 7 Sr. Reg. 53 | Chesterfield Royal. Sr. H.O.. <<. ae 
Hampstead Gen., N.W.3. ‘sr. H.0. & Metropolitan E.N. H.O. 52 | Dorking Gen. Sr. H.O. at 
Pre-reg. H.O. ee .. 51] Royal National T. w. Reg. Kast Anglian R.H.B. Reg. 
Metropolitan, E.8. Sr. H.O. :; oo & or Sr. H.O. & H. x 2/53 | Gainsborough. John Coupiaia. Jr. 
St. James’, S.W.12. Sr. H. 0. .. 53] West London, W.6. P. -t. Clin. Asst. 53 56 
St. Mary’s, W.2. Sr. H.O.’s . 53 | Aberdeen Gen. Hosps. B.O.M. Reg. 53 Grimsby ‘Reg. 
Brighton. Royal Sussex County. Birmingham R.H.B. Reg 54 | Hemel Hempstead. “West Herts. 
Locum Jr. H.M.O.. .. 54] Bradford. Royal Eye & or. ‘Sr. — 0. 54 Locum Reg. aha 57 
Carshalton. St. Helier. Sr. H.0. .. 55 Ipswich & East Suffolk. H.O. 57 (continued overleaf) 


47 


I sak ption Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
i 
¢ 


Guy’s- Bands ley 
H.¢ ‘ 


Tue Lancet] 


LANCET GENERAL ADVERTISER 


[May 26, 1956 


Hertford County. H.O. 
Hexham Gen. Pre-reg. H.O.’ ‘3 
Huddersfield Royal Infy. H.O. 
Leamington Spa. Warneford Gen. 
Pre-reg. H.O. 
Liverpool United Hosps. Sr. H.0.’s.. 
Newcastle Gen. H.O. cos 
Nottingham Gen. Pre- reg. H.O.’s .. 
Nottingham. Highbury. Sr. H.O. 
Poole Ge . & Alderney Hosps. Pre- 
reg. 
Portainoth Group H.M.C. Pre-reg. 
Portsmouth. St. Mary’: s. Sr. H.O. .. 
Rochdale & Dist. H.M.C. 
Salford. Hope. Sr. H.O. a 
Southampton Gen. H.O 
Stoke-on-Trent. North Staffs Royal 
Infy. Pre-reg. H.O. 
Swansea. Mount Ple asant. Jr. HL M.O. 
Watford. Shrodelis. H.¢ 
Westcliff, Essex. Sr. H. °: es 
Pre-ree. 
( is 
Worthing. H.O 
Royal South Sydney. Med. 


Islands. Jersey. Gen. M.O. 
NEUROSURGERY 


Neurosurgical Unit. 
Sr. 


OBSTETRICS AND GYNZCOLOGY 
Annie McCall Maternity, S.W.4. 
Locum H.O. 
Hammersmith Hosp. & Inst. of Obst. 
& Gyn., W.12 
‘th, S.E. ll. Loe um Reg. 
rs’ (Salvation Army), E.5. 
H.O.’s & Pre-reg. H.O. ae 
North East Met. R.H.B. Reg. ‘ms 
Wot ich Group H.M.C, Sr. H.O. & 
Aberdeen Gen. Hosps. B.O.M. Reg. 
Aylesbury. Stoke Mandeville. H.O. 
Birmingham R.H.B. Reg. .. 
Blackburn. Queen’s Park. H.O. oe 
— rbury. Kent & Canterbury. 
Chelmsford. St. John’s. Locum Reg. 
Leeds R.H.B. Regs. ws ee 
Liverpool United Hosps. Sr. H.O.’s 
Newcastle upon Tyne H.M.C. & 
Hexham & Dist. H.M.C, Pre-reg. 
H.0O.’s ; 
Nottingham. Highbury. Sr. H.O. 
Kast Glamorgan. Sr. 


Portsmouth Group H. Cc. Sr. H.O. 
Reading Combined Hosps. H.O 
Shrewsbury. Royal Salop Infy. & 
Cross Houses. Pre-reg. H.O. es 
Slough. Upton. Locum sr. H.O. 
Southend-on-Sea. Gen, H-.O... 
W Shrodells. H.O. or Jr. 
1 
Wolve rhampton ‘Group. Pre-reg. H.0. 
Worksop. Kilton. Reg. 


OPHTHALMOLOGY 

Moorfields, Westminster & Central 
Eye, E.C.1. P.-t. Sr. Re ‘ 

ford, Royal Surrey ¢ ‘ounty. sr. 


Leeds. R.H.B. Sr. H.N 
Liverpool United & RH. B. 
Sr. Reg. 
Liverpool Unite d Hosps. Sr. H.0.’s.. 

Romford, Oldchurch. Sr. H.O 


ORTHOP ZDICS 

Hammersmith & P.G. Med. 
School, W.12. H.¢ 4 

Alton Lord Mayor ‘Tre loar Ortho- 
pedic. Sr. H. 

Beverley. 0. 

Birmingham R.H. Reg. 

Brighton Gen, 

( Prince of ales Orthopedic 
Sr. H. 

Grimsby "Ge n. Sr. H.O. 

Ilexham Gen. Pre-reg. H.O. 

Ipswich & East Suffolk. H.O. . 

Leeds R.H.B. Reg. . 

Liverpool United Hosps. Sr. HA 

H.M.C. reg. 


Stoke-on-Trent. 
Infy. H.O. 


PZDIATRICS 
Fountain Group H.M.C, Jr. H.M.O... 
Brighton. Royal Alexandra Hosp. for 
Sick Child. Sr. H. 
Gtener. Royal Hosp. ‘for Sick Child. 
Heme! Hempstead, West Herts. Sr. 


North Staffs Royal 
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Liverpool United Hosps. & R.H.B. 
Sr. Reg. 

Manc hester U nited Hosps. H.O. 

Middlesbrough Gen. Sr. H.O. 

Newcastle Gen. H.O.’s 

Salisbury Gen. H.O.. 

Wolverhampton Group. Pre- -reg. H.O. 


New Zealand. Otago ‘Hosp. ‘Board & 
Univ. P.-t. —— Asst. & 
Asst. Lect. .. 


PATHOLOGY 

Charing Cross, W.C.2. P.-t. H. 

St. James’, S.W.12. Sr. Reg. . 

West London, W.6. Reg. .. 

Beverley. Westwood. sr. H.O. .. 

Birmingham United Hosps. Sr. H.O. 

Bury & Rossendale H.M.C. Sr H O. 

Liverpool United Hosps. & R.H.B. 
Sr. Reg 

Live United Hosps. Sr. H.0.’s. 

Manchester R.H.B. Cons. .. 

Manchester R.H.B. Reg. .. 

Manchester United Hosps. Reg. 

Sheffield City Gen. Reg 

Shrewsbury. Royal Saiop Infy. /Cop- 
thorne. Sr. H.O. 

oo West Met. R.H.B. Locum Sr. 

M.O. 
Ww rhampton ‘Group. Jr. H.M.O.. 


PHYSICAL MEDICINE 
Carshalton. St. Helier. Reg. 


PSYCHIATRY 

Guy’s, S.E.1. Reg 

Hosp. for Sick ¢ ‘hild.. -P.+. 
M.¢ 


Day, N.W.8. P.-t. Reg. 
North West Met. R.H.B. Cons. 
(Queen Charlotte’s & Chelsea Hosps. 
Reg. 
South East Met. R.H. _ & King’s 
College Hosp. Sr. Re ee 
Bristol United Hosps. & South- 
Western R.H.B. Sr. Reg. .. ‘ 
Coulsdon, Netherne. Reg. 
East Anglian R.H.B. Reg. 
Epsom. West Park. Reg 
Leeds B. Cons., "p.-t. Cons. & 
Sr. H.M.O. .. 
Leek, Staffs. st 
H.M.O. 
Leicester. Towers Mental. Jr. H.M.O. 
Lincoln Lawn. Jr. H.M.¢ ee 
id. Parkside H.M.C teg. 
H.M.O. 
Mane ster R. H. B. Reg. & Sr. H.O. 
Newcastle R.H.B. Regs 
Oxford. Warneford Park Hosps 
M.C. Se. H.0. 
Paisley. Riccartsbar. Jr. H.M.O. 
Scotland Northern R.H.B. Cons. 
Sheffield R.H.B. P.-t. Sr. H.M.O. .. 
Willerby, E. Yorks. De la Pole. Jr 
H.M.O. 


Edward’s. Jr. 


Blackrock, Co. Dublin. St. Augustine’s 


Res. Training Centre. Med. Director 


RADIOLOGY 

Leeds R.A.B. Locum 

Liverpool United Hosps. & R.H.B. 
Sr. Re ° 

Liverpool | United Hosps. Sr. H.O.’s 

Scotland. North-Eastern R.H.B. 

South East Met. R.H.B. Cons. 

RADIOTHERAPY 

Bristol United Hosps. Sr. H.M.O. .. 


SURGERY 
Battersea Gen., S.W. oO. 
Connaught, E. i7. H.C 
Hammersmith Hosp. P.G. Med. 
School, W.12. Sr. Reg. & Regs 
Highlands Gen. N.21. 
Hosp. of St. John & st. Elizabeth, 
N.W.8. Reg... 
London Jewish, E.1. Hi. 
Memorial, 8.E.18. H.O ‘ 
Metropolitan, E.8. H.O.’s. . 
Prince of Wales’s Gen., N.15. Pre-reg. 
H.O. 


( 
ae en Mary’ - Hosp. for the East E nd, 
15. Pre-reg. 
Ros ‘al Marsden, 8.W.3. H.O. 
Ann’s Gen., N.15. H.O, 
St. Nicholas, 8.E.18. H.O.’s 
St. Thomas’s Hosp. & South West 
Met. R.H.B. Sr. Reg. 
Dametee>. North Devon Infy. Pre- 
reg. H. 
Bath. Royal United, oO. 
Bedford Gen. H.O 


or or 
Or Oe 


ne 


on 


Birmingham United Hosps. Reg. .. 

Birmingham United Hosps. Sr. Reg. 

Bournemouth. Royal Victoria. H.O. 

Brighton Gen. H.O. .. 

Brighton. New Sussex Hosp. for 
Women. Locum Sr. H.O 

Cossham & Frenc hay Cc. 


Burton-on-Trent. Gen. H.O. 
Bury H.M.C, 


Cacrphilis Dist. Sr. H.O. & Pre- ree. 


Cambridge. Addenbrooke’ 8. Reg. 
Carlisle. Cumberland Infy. H.O.’s . . 
Carshalton. St. Helier. H. “e 
Chelmsford & Essex. H.O. . 
H.O.’s_.. 
Sr. H.O. or 


Pre- -reg. 


Cheltenham Gen. 

Chertsey. St. Peter's. 

Pre-reg. H.O. 

Cc r. St. Richard’s. 
oO 


Crewe & Dist. Mem. & Alvaston, 
Nantwich. Sr. H.O. or Locum... 

reg. H.O. or Sr. 

Enfield. Chase Farm. it. = 

Epsom Dist. Pre-reg. H.( 

Royal Sick k Child. 
H.¢ 

Halifax “Ge n. H.O. 

Hemel Hempstead. weet Herts. 
Locum Reg. . . 

Hertford County. Pre-reg. H.O. 

Hexham Gen. Pre-reg. H.O.’s 

Huntingdon County. H.O. .. 

Ipswich & East Suffolk. =r 

Lincoln County. Pre-reg. H.¢ 

Loughborough Gen. Sr. H.0. & ti. Oo. 

Maidenhead. Reg 

Manc a ster. Altrine ham Ge n. Sr. 


Pre- reg. 


H.¢ 
Mane Victoria Mem. Jewish. 
Sr. 
Mitcham, Surrey. Ww ilgon. Sr. H.0.. 
Newcast le Gen. 
Newmarket Ge 
Newport, 8s. ‘sr. = Oo. 
or H.O. 
Newton Abbot. "Sr. H. 
North East Met. R.H. Regs 
Nottingham Gen. Sr. H.O. & Sin. oO” 
Plymouth. South Devon & Eas 
Cornwall. Sr. H.O. & Pre-reg. HOS 
East Glamorgan. Sr. 
H.¢ 


Portsnipiith Group H. M.C. Pre-reg. 
H.0." 


Richmond, Surre y. Roy al,  Pre-reg. 
oO 
Scotland. South-Eastern R.H. B. Reg. 
Scunthorpe War Mem. Sr. H.O. 
Shrewsbury. Royal Salop Infy. iCop- 
thorne. H.O. 
Slough. Upton. Pre- -reg. H. 0. 
Southampton Gen. H.O.’s 
Southampton. Royal South Hants. 
H.O.’s & Locum Sr. Reg. . 
South East Met. R.H.B. Reg. 
Southend Gen. H.O.’s. . 
South-Western R.H.B. P.-t. ‘Cons. 
Torquay. Torbay. H.O 
Windsor. King Edward V ‘Il. H.O. 
Wolverhampton Group. Pre- -reg. 
1.0.’s & Locum H.O. és ee 
Worthing. H.O. 
Gen. 


THORACIC SURGERY 

Brompton, 8.W.3. Sr. H.O.’s or Regs. 

Leicester Isolation Hosp. & (¢ — 
Unit. Sr. H.O. 

Seotiand. Eastern R. H.B. Reg. 

Sheffield United Hosps. Reg. 


TROPICAL DISEASES 
University College Hosp., W.C.1. Reg. 


UROLOGY 


Pre-reg. 


Hastings. Buchanan. Locum Sr. H.O. | 


GENERAL 
Ibadan, N 
Hosp. H.O.’ 


PUBLIC APPOINTMENTS 
GENERAL PRACTICE 
NON-MEDICAL 
MISCELLANEOUS 


University College 
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The Terms and Conditions cf Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 


by appointment. 
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Academic and Educational 


UNIVERSITY OF LONDON 


A LECTURE entitled ** The Pharmacological Basis of the action 
of Lysergic Acid Diethylamide on Brain and Mind ”’ will be 
given by Prof. E. ROTHLIN (Basle) at 5 P.M. on 31ST May at 
st. Thomas’s Hospital Medical School, Albert-embankment, 
8.E.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 

UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYNAXCOLOGY 
(Incorporating the teaching facilities of Queen Charlotte's 
Maternity Hospital, Chelsea Hospital for Women and the 
Department of Obstetrics and Gynecology at Hammersmith 
Hospital) 


Applications are invited from graduates, with a registrable 
qualification, for enrolment for the AUTUMN TERM (3RD SEPT- 
EMBER-—IST DECEMBER, 1956). Graduates attend each of the 
constituent hospitals in turn for clinical work, and attend lectures 
and special demonstrations at all 3 hospitals. Enrolment fee £3. 
Tuition fee £36 a term. 

General practitioners wishing further experience in obstetrics 
may be accepted to attend the course at Queen Charlotte’s 
Maternity Hospital for shorter periods—i.e., 2-4 weeks. They 
will have the opportunity of attending the labour ward in 
addition to combined classes of lectures and demonstrations at 
the 3 hospitals of the Institute. Ministry of Health grants are 
payable to approved general practitioners attending for a period 


of 2 weeks. 

An INTENSIVE COURSE for those preparing for M.D. and 
nt R. -C.O.G, will be held from 3RD DECEMBER to 15TH DECEMBER, 

oo. 

During the winter vacation, a limited number of graduates 
may attend the practice of the hospital. 

lostel accommodation is available at 
Hospital and at Hammersmith Hospital. 

Further particulars can be obtained from the 
Institute of Obstetrics and Gynecology, 
Women, Dovehouse-street, London, 8.W.3 


UNIVERSITY OF MANCHESTER 


Queen Charlotte’s 
Secretary, 
Chelsea Hospital for 


A COURSE in preparation for the DIPLOMA IN PSYCHOLOGICAL 
MEDICINE will commence in OCTOBER, 1956, subject te a sufficient 
number of candidates being available. The instruction is part- 
time covering 3 half-days per week for 8 terms. 

Further particulars as to admission and fees may be obtained 
from the Dean of Postgraduate Medical Studies, The University, 
Manchester, 13, to whom applications for entry to the course 
should be made not later than Monday, 2nd July. 


SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 
The next Examination will begin on MONDAY, 2ND JULY, 
° 1956. The following Examination will be held in December, 1956. 
For Regulations apply nae. Apothecaries’ Hall, Black 
Friars-lane, London, E.« 


ROYAL FREE SCHOOL OF ‘MEDICINE 

Applications are invited for the following Scholarships : 
MABEL WEBB AND A.M. BIRD RESEARCH SCHOLAR- 
SHIP, of the value of £600 for 1 year from Ist October, 1956. 
Open to graduates of the school for a mipimum of half-time 
research work under a member of teaching staff of either School 
or Hospital. A.M. BIRD SCHOLARSHIP IN PATHOLOGY, 
of the value of £600 for 1 year from Ist October, 1956. Open 
to graduates of the School wishing to work full-time to obtain 
experience in all branches of pathology. 

Applications to be submitted | by 16th June, 1956, 
Secretary, 8, Hunter-street, W.C.1. 


NATIONAL HEART HOSPITAL 
Westmoreland-street, W.1, and BUCKINGHAM 


to the 


The st. CYRES LECTURE for 19: 56 will be delivered in the 
Barnes Hal! of the Royal Society of Medicine, 1, Wimpoie- 
street, W.1, om WEDNESDAY, 13TH JUNE, at 5 P.M., by 
Dr. WALLACE BRIGDEN. 

Subject : “‘ The Rarer Forms of Myocardial Disease.”’ 

Members of the Medical Profession are cordially invited. 


UNIVERSITY COLLEGE DUBLIN 
DEPARTMENTS OF PATHOLOGY AND BACTERIOLOGY. Applications 
are invited for the posts of TEACHING AND RESEARCH 
ASSISTANTS (whole-time), in : 

(a) Pathology and Chemical Pathology ; and 

(b) Bacteriology. 

Applications should be made in writing to the undersigned, 
and should be accompanied by the names of 3 referees. 

Terms of appointment and remuneration will be related to 
the qualifications and experience of the successful applicants. 

J. P. MACHALE, Secretary and Bursar. 

University College, Earlsfort-terrace, Dublin. 
THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for the JAMES MORRISON RESEARCH FELLOW- 
SHIP. The person appointed, who need not necessarily be 
medically qualified, will be required to pursue full-time research 
into the treatment of malignant disease by radiotherapy, or 
other methods, at or in association with the David Morrison 
Research Department of the Sheffield National Centre for 
Radiotherapy. The normal tenure of the Fellowship is 3 years, 
and the annual stipend £1000 (with F.S.8.U. or N.H.S. super- 
annuation benefits). 

Applications (10 copies) should be lodged with the Registrar 
not later than 23rd June, 1956. 


THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for the JOHN STOKES RESEARCH FELLOWSHIP. 
The value of the Fellowship is £500 a year, and it is normally 
tenable for 3 years, which may be extended by a further 2 years 
or less. It is a full-time appointment. The Fellow is required 
to carry out in 1 of the departments of Sheffield University 
Medical School or in a teaching hospital associated with the 
Medical School, original research work in some branch of medical 
science approved by the advisory committee. A candidate need 
not hold a registrable medical qualification. 

Applications (3 copies), indicating the line of research proposed 
by the applicant, and including the names and addresses of 3 
referees, and, if desired, copies of not more than 3 testimonials, 
should reach the Registrar, The University, Sheffield, 10, by 
23rd June, 1956. Official ‘application forms are not prov ided. 


THE UNIVERSITY OF LIVERPOOL. Applications are 
invited for the post of SENIOR LECTURER in the Department 
of Studies in Psychological Medicine, at an initial salary within 
the range £1750-£2050 p.a., according to qualifications and 
experience. Candidates should be in possession of a higher 
qualification in medicine and a special qualification in psycho- 
logical medicine. The post carries with it consultant sessions at 
the Royal Infirmary (United Liverpool Hospitals) and with the 
Liverpool Regional Hospital Boare. 

Applications, stating age, academic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than 16th June, 1956, by the undersigned, from whom 
further particulars of the conditions of appointment may be 
obtained. STANLEY DUMBELL, Registrar. 


THE UNIVERSITY OF MANCHESTER. Applications 
are invited from candidates with medical qualifications regis- 
trable in this country for the post of LECTURERIN ANATOMY. 
Good research facilities available. Salary on the scale £1000- 
£1800 p.a. with membership of F.S.S.U. and Children’s Allow- 
ance Scheme : initial salary according to qualifications and 


experience. The successful candidate will be expected to take 
up his duties as soon as possible. 
Applications should be sent, not later than 7th June, 1956, 


to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application —— | be obtained. 
Overseas applicants should send letters of application giving 
details of qualifications and experience, and should submit the 
names of at least 2 persons to whom reference may be made. 


UNIVERSITY OF GLASGOW. Applications are invited 
for a LECTURESHIP IN BACTERIOLOGY. Salary according 
to placement on University scale for clinical teachers. The 
final maximum is £1750 p.a. F.S.S.U. and family allowance 
benefits. 

Applications (12 copies) should be lodged, not later than 
9th June, 1956, with the undersigned, from whom further 
particulars may be obtained. 

Rost. T. HuTCcHESON, Secretary of University Court. 


UNIVERSITY OF DUBLIN. Trinity College. Appli- 
cations are invited for the post of LECTURER IN BACTERI- 
OLOGY (with medical qualifications), to begin duties on Ist 
September, 1956, or as soon as possible thereafter. Salary will 
be in the range of £750-—£1050 p.a. 

Further details may be obtained from the Registrar, Trinity 
College, Dublin, who will receive applications until 9th June, 
1956. 


UNIVERS(TY OF LOUISVILLE, Kentucky, 
PEDIATRICS DEPARTMENT. It is desired to appoint up to 2 British 
HOUSE OFFICERS to the Resident House Staff comprising 
20 members, for a period of 1-2 years. 1 year appointments 
(renewable) would be available As British medically qualified 
doctors, Male or Female, who have completed 1 years general 
house officer appointments. The individual selected as a first 
year resident would be given an annual stipend of $1000 ; and 
$1890 as a second year resident. In both cases room, board 
and laundry would be found. An individual having experience 
in pediatrics might be appointed as a second year resident 
initially when the higher salary would be the commencing 
one. Transportation, &c., would be at the expense of the 
individual selected but the possible support of the Fulbright 
Travelling Fund should be explored. Preference would probably 
be given to unmarried individuals who plan to return home 
after a year or 2 of training. 

Applicants should, in the first instance, send their curriculum 
vite to the Department of Pediatrics, U ‘niversity of Louisville 
School of Medicine, Louisville, Ky., U.S. A. The Professor of 
the Department of Pediatrics, wiil be in London in July, 
1956, when those selected for a short list would be interviewed. 
Annual appointments may commence Ist January or Ist July 
of a given year. 


Hospital Services : Senior Appointments 


ROYAL DENTAL HOSPITAL OF LONDON (St. George’s 
HOSPITAL TEACHING GROUP), Leicester-square, W.C.2. Applica- 
tions are invited for the following part-time Consultant posts :— 

DENTAL SURGEON (1 general outpatient session per week). 

STOMATOLOGIST especially interested in Periodontology 

3(2 outpatient sessions per week with inpatient facilities). 

Applicants must possess a registrable dental qualification. 
Medical qualifications and additional dental qualification would 
be of considerable advantage. The appointment will be subject 
to the terms and conditions of service of hospital medical and 
dental staffs. 

Applications, stating age, nationality, experience and qualifica- 
tions, together with names of 3 referees, should be forwarded 
to the undersigned not later than 6 wee ks from the appearance 
of this advertisement. Canvassing in any form will disqualify, 
but further information and details of the appointments may be 
obtained on — ation to the Secretary-Superintendent. 

. J. ICKERINGILL, Secretary-Superintendent. 
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ROYAL DENTAL HOSPITAL OF LONDON (St. George’s 
HOSPITAL TEACHING GROUP), Leicester-square, W.C.2. Applica- 
tions are invited for the full-time post of SENIOR HOs- 
PITAL DENTAL OFFICER. This officer will be the Senior 
Hospital Medical Administrative Officer and will be in charge 
of reception and distribution of patients and correlation of 
records. Duties to commence Ist November, 1956. Applicants 
must possess a registrable dental qualification. Medical qualifica- 
tions and additional dental qualification would be of consider- 
able advantage. The appointment will be subject to the terms 
and conditions of service of hospital medical and dental staffs. 

Applications, stating age, nationality, experience and qualifica- 
tions, together with names of 3 referees, should be forwarded 
to the undersigned not later than 6 weeks from the appearance 
of this advertisement. Canvassing in any form will disqualify. 
but further information and details of the appointment may be 
obtained on to the Secretary-Superintendent. 

. ICKERINGILL, Secretary-Superintendent. 


NORTH REGIONAL HOSs- 
PITAL BOARD. 

(1) 2 CONSULTANT HOMGOPATHIC PHYSICIANS, each 
for 2 half-days a week, Royel London Homeceopathic Hospital, 
Great Ormond-street, W.C.1 (183 Beds.) 

Applications before 25th June, 1956. 

(2) PSYCHIATRIST AND SUPERINTENDENT (resident), 
whole-time. Consultant grade, Friern Hospital, New Southgate, 
N.11 (2470 Beds). New house being built but in the meantime 
temporary accommodation available. 

Applications before 2nd July, 1956. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, North West Metropolitan Regional Hespital Board, 114, 
Portland- place, W.1. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. South 
WORCESTERSHIRE GROUP. Whole-time ASSISTANT PSYCHI- 
ATRIST. Salary £1500—-£1950 p.a. Duties at Powick Hospital, 
near Worcester (1076 Beds). Experience specialty required. 
Non-resident. 

Applications, (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments, and naming 
3 referees, to Secretary, Regional Hospital Board, 10, Augustus- 
road, Birmingham, 15, before llth June, 1956. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT ANAESTHETIST (whole-time), South West 
General Hospitals Group, Main Hospital Newmarket General 
Hospital (330 Beds.) Wide experience in specialty and higher 
qualifications essential. 

Applications (8 copies), stating age, experience and the names 
of 3 referees, to the Board’s Senior Administrative Medical 
Officer, 117, Chesterton-road, Cambridge, by 4th June, 1956. 
Candidates invited .to visit Hospital by direct arrangement 
with Medical Superintendent, Newmarket General Hospital. 


LIVERPOOL REGIONAL HOSPITAL BOARD. App lica- 
tions are invited for the appointment of ASSISTANT SENIOR 
MEDICAL OFFICER to the Liverpool Regional Hospital Board 
at a salary of £1680-£80(4)-£100(1)-£2100 p.a. The Officer 
concerned would be required to assist the Senior Administrative 
Medical Officer generally and particularly with the administra- 
tion of the Board’s Mental Health and Geriatric Services. 
Application forms may be obtained from, and should be 
returned to Dr. T. Lloyd Hughes, Senior Administrative Medical 
Officer, Liverpool Regional Hospital Board, 19, James-street, 
Liverpool, 2, to be received not later than 16th June, 1956. 
VINCENT COLLINGE, Secretary to the Board. 


LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
ASSISTANT OPHTHALMOLOGIST (Senior Hospital Medical 
Officer scale) for duties at the Royal Eye and Ear Hospital, 
Bradford, —~ the Bradford, Dewsbury and West Riding ¢ ‘ounty 
Council School Clinics. The person appointed to reside in 
Bradford. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) for duties at Storthes Hall Hospital, 
Kirkburton, near Huddersfield (2680 Beds), and associated 
clinics at Huddersfield, Halifax, and Dewsbury. Applicants 
should hold the D.P.M. or other equivalent qualifications. Resi- 
dent or non-resident, a large modern unfurnished flat is available 
if required and accommodation is also available for a single 
person. 

Whole-time CONSULTANT PSYCHIATRIST AND 
DEPUTY PHYSICIAN-SUPERINTENDENT (non-resident) 
for duties at De la Pole Hospital, Willerby, near Hull (1000 Beds, 
including Neurosis Unit for female patients). Successful c andidate 
will have extramural duties at general hospitals in the Hull area, 
and will be required to reside within 5 miles of the Hospital. 
Candidates should hold high qualifications in medicine and 
psychiatry and preferably have had experience of administrative 
aspects of the specialty. Further details of the duties may be 
had on application. ‘ 

Part-time CONSULTANT PSYCHIATRIST (9 notional half- 
days per week) with special experience in child psychiatry. The 
successful candidate will undertake duties in association with the 
Child Guidance Services of the Bradford and Huddersfield 
Education Committees at clinics in the respective areas. 

Applications (12 copies), stating age, qualifications and details 
of appointments held showing dates, with names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, by 
23rd June, 1956. 


LEEDS REGIONAL HOSPITAL BOARD <requires a 
Whole-time Locum Tenens RADIOLOGIST for duties at 
hospitals in the Bradford area for the month of July. 1956. 
Remuneration in accordance with the terms and conditions of 
service of hospital medical and dental staffs. 

Applications, stating age, qualifications, details of present and 
previous appointments with dates, together with the names and 
addresses of 2 referees, to the Sec retary, Park-parade, Harrogate, 
as soon as possible. 
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BRISTOL. UNITED BRISTOL HOSPITALS. South- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are invited 
by the Boards for the appointment of ASSISTANT RADIO- 
THERAPIST (Senior Hospital Medical Officer grade). The 
appointment is whole-time, and approximately two-thirds of the 
duties will be in the Radiotherapy Centre in the Teaching Hos- 
pital and one-third in the associated neighbouring Centres, 
including Bath. 

Applications, giving names of 2 referees, should be sent to the 
Secretary to the Board, Royal Infirmary, Bristol, 2, not later 
than 23rd June, 1956. 

MANCHESTER REGIONAL HOSPITAL BOAR 

(a) Whole-time Additional CONSULTANT PATHOLOGIST 
to the Blackburn and District Hospitals (laboratories at the 
Blackburn Royal Infirmary, Queen’s Park Hospital, Blackburn, 
and Victoria Hospital, Accrington). Good training and experience 
in all branches of hospital pathology essential. 7th June, 1956. 

(b) Whole-time NON-RESIDENT ASSISTANT CHEST 
PHYSICIAN (Senior Hospital Medical Officer), Manchester 
Chest Clinic, Baguley Hospital (Regienal Thoracic Surgical 
Centre) and Monsall Hospita (148 chest, including non-tubercu- 
lous, beds). Wide experience in diseases of chest essential, 
higher qualification desirable ; appointee to live in area. 5th 

une, 195 

Application forms from the Senior Administrative Medical 

Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of CONSULTANT 
PSYCHIATRIST AND DEPUTY MEDICAL SUPER- 
INTENDENT of Craig Dunain Hospital, Inverness (930 Beds). 
The post is whole-time, and suitable marrjed quarters are 
available. 

Schedules of application and further particulars may be 
obtained from the undersigned, with whom applications, 
including the names of 3 re anes should be lodged by Saturday, 
9th June, 1956. . M. FRASER, M.D. 

Secretary a Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT TUBERCULOSIS PHYSICIAN for duties 
at Bellefield Sanatorium, Lanark, and with sessions at the 
appropriate clinic within the associated Glasgow sector. Salary 
(at age 32 and over) on the scale £1500—£50-£1950. This 
appointment is subject to the National Health Service (Scotland ) 
superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
CONSULTANT in Diagnostic Radiology to the Bromley, Kent, 
Group of hospitals. Choice of whole-time service or the maximum 
number of part-time sessions will be offered. Candidates must 
have had a wide experience in the specialty and hold an appro- 
priate diploma. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staff (England and Wales). Candidates may visit the 
hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland place, 
W.1, not later than 9th June, 1956. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time Locum Tenens ASSISTANT 
PATHOLOGIST (Senior Hospital Medical Officer grade) for 
the Winchester Group of hospitals immediately. The appoint- 
ment in the first instance will be for 4 months. The successful 
applicant will be required to undertake routine clinical patho- 
logical work at the Royal Hampshire County Hospital, Win- 
chester, and will make occasional visits to associated hospitals 
in the Group. 

Applications, stating age, qualifications, and the names and 
addresses of 3 referees, to the Area Secretary, Highcroft, Romsey - 
road, Winchester, by 5th June. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a CONSULTANT ANASTHETIST for 
maximum part-time duties (9 half-days per week) for the 
Salisbury Group of hospitals with duties mainly at Salisbury 
General Hospital. Canvassing will disqualify but candidates 
may visit the Hospitals by arrangement with Mr. J. T. Mason, 
A.H.A., Group Secretary, Salisbury Group Hospital Management 
Committee, Odstock Hospital, Salisbury, Wilts. 

Applications (7 copies), stating age, qualifications, experience, 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 18th June, 1956. 


AMENDED ADVERTISEMENT 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited for the appointment of a CON- 
SULTANT GENERAL SURGEON in the South Somerset 
Clinical Area for 1 session per week. The successful candidate 
will be required to undertake a weekly outpatient clinic at 
Yeovil District Hospital, and to visit other hospitals in the 
Clinical Area as determined by the Regional Board from time 
to time. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, 
should be sent to the Secretary of the Regional Hospital Board. 
ate Tyndalls Park-road, Bristel, 8, not later than 16th June, 

956. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. 
ASSISTANT PSYCHIATRIST required for 5 notional half- 
days per week at St. Catherine’s Institution, Doncaster (500 
M. D. Beds). Salary within Senior Hospital Medical Officer 
scaiec, 

Application forms and further details from Senior Administra- 


Senior 


tive Medical Officer, Sheffield Regional Hospital Board, Old 
+> amateaaaae Sheffield. Forms to be returned by 23rd June, 


BLACKROCK, Co. DUBLIN. ST. AUGUSTINE’S RESI- 
DENTIAL TRAINING CENTRE AND SPECIAL SCHOOL FOR MENTALLY 
SUBNORMAL PATIENTS. Applications are invited for the whole- 
time pensionable position of MEDICAL DIRECTOR (Psychi- 
atrist) at the above Centre and for duties at other similar Centres 
conducted by the Hospitaller Brothers of St. John of God. 
high standard of professional qualifications and experience is 
required. 

Application forms with particulars sent on request. Completed 

forms to be returned not later than 15th June, to the Rev. 
Brother Secretary, St. Augustine’s, Obelisk-park, Blackrock, 
Co. Dublin. 
AUSTRALIA. ROYAL SOUTH SYDNEY HOSPITAL, 
Joynton-avenue, ZETLAND, SYDNEY, AUSTRALIA. Applications 
are invited for the position of MEDICAL SUPERINTENDENT 
of the above Hospital of 100 Beds and situated in an industrial 
area. Salary £41505 4s.-£A2000 p.a., according to the number 
of years of experience. Accommodation available at Hospital 
for single man. 

Applications, endorsed ‘* Medical Superintendent,”’ stating 
age, qualifications, experience and marital status, together with 
references to be forwarded to the undersigned not later than 
Saturday, 30th June, 1956. 

R. T. WRIGHT, Secretary and Chief Executive Officer. 

NEW ZEALAND. THE OTAGO HOSPITAL BOARD 
AND UNIVERSITY OF OTAGO. VISITING ASSISTANT PAZDIA- 
TRICIAN/ASSISTANT LECTURER in Pediatrics. i 
tions are invited from duly qualified medical practitioners for 
the position of Visiting Pediatrician to the Otago Hospital 
Board and Assistant Lecturer in Pediatrics in the University 
of Otago, in accordance with the conditions of appointment 
obtainable from THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2, from the High Commissioner for New Zealand 
in London, or from the Office of the Secretary. The position is 
a@ part-time one, and the holder has the right of private practice. 
The salary pegehee is in accordance with the Hospital Employ- 
ment (Medical Officers) Regulations, Visiting Assistant Speci- 
alist, either £1290 plus General Wage Increase of £81 7s. p.a., 
or £1590 plus General Wage Increase of £81 7s. accordi to 
qualifications and experience. At the present time the salary 
payable will be three-tenths of the full-time rate in respect of 
the hospital work. Additional remuneration is paid by the 
University in respect of lectures. 

Applications, stating age, experience and qualifications, 
together with testimonials and Health and Radiological Certifi- 
cates should be in the hands of the undersigned not later than 
10 a.m. on Friday, 29th June, 1956. 

W. A. WILLIAMSON, Secretary, Otago Hospital Board. 

P.O. Box 946, Dunedin, New Zealand. 


Hospital Services : Junior Appointments 


c Jeffreys- 
road, S.W.4. Locum OBSTETRIC HOUSE SURGEON 
(Female) required at the above Hospital, 4th-24th June, 1956, 
inclusive. 

Applications to the Secretary. 

BATTERSEA GENERAL HOSPITAL, Battersea Park 
S.W.11. HOUSE SURGEON/CASUALTY OFFICER (combined 
post), resident, vacant immediate!y. House Officer grade, not 
pre- -registration. Not recognised for F.R.C.S 

Apply Hospital Secretary, enclosing salle: of 2 recent 
testimonials. 

BROMPTON HOSPITAL, S.W.3. 
for following posts :— 

NON-RESIDENT SURGICAL OFFICER (post graded as 
Senior House Officer or Registrar, according to qualifications 
and experience), for which there are 2 vacancies, for 6 months 
from Ist August, 1956, with eligibility for reappointment. 
Candidates must have held a resident hospital appointment. 

RESIDENT HOUSE PHYSICIAN for which there are 3 
vacancies, for 6 months from Ist August, 1956. Duties include 
work in Outpatient Department and wards, also 1 months duty 
at Frimley as occasion demands. Salary at the rate of £525 p.a. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
9th June, 1956, to KENNETH A. F. MILES, House Governor. 
BROMPTON HOSPITAL SANATORIUM, Frimiey- 
Applications invited for post of RESIDENT HOUSE PHYSI- 
CIAN for 6 months commencing Ist August, 1956. Post graded 
as Senior House Officer. 

Applications, stating age, 
and appointments held, together with copies 
9th June, 1956, to KENNETH A. F. MILEs, 

Brompton Hospital, London, 8.W.3. Jo 
CHARING CROSS HOSPITAL, W.C.2. Senior House 
OFFICER in Pathology (part-time, resident), for 1 year in the 
first instance, with eligibility for renewal for 1 further year and 
promotion to Registrar grade. 

Application forms, obtainable from the undersigned, to be 
returned by 9th June, 1956 

FRANK Hart, Sec retary to the Board. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
Beds.) 2 HOUSE SURGEONS required for 6 months (General 
Surgery “and Special Departments). Recognised for F.R.C.S. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, 
Management Committee, Forest Group, Langthorne-road, E.11. 


Applications invited 


qualifications with dates, nationality, 
s of testimonials, by 
House Governor. 


Applica- | 


CONNAUGHT HOSPITAL, Walthamstow, €.17. (118 
Beds.) Applications are invited for the post of CASUALTY 
OFFICER AND DEPUTY RESIDENT SURGICAL OFFICER 
(graded as Senior House Officer), vacant 9th June, 1956. Recog- 
nised for F.R.C.S. Salary £745 p.a., less £150 p.a. for board, 
lodging, &c. 

Applications, with full details and copies of 2 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, E.11. 
CONNAUGHT HOSPITAL, Walthamstow, E.1 (i118 
Beds. ) het ations are invited for the post of RESIDENT 
ANZEST (graded Senior House Officer), vacant 4th 
July, 1956. lll £745 p.a., less £150 p.a. for board, lodging, 
&c. Recognised for D.A. and F.F.A.R.C.S8 

Applications, stating age, qualifications and experience, 

together with ‘copies of 2 recent testimonials, should be sent 
immediately to Secretary, Hospital Management Committee, 
Forest Group, Langthorne-road, E.11. 
FOUNTAIN GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical 
practitioners (Male or Female, resident or non-resident) for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
(National Health Service salary scale). The Fountain Group 
caters for 660 mentally defective antes 80 adult female 
defectives and 50 blind children and provides wide experience 
in neurology, pediatrics and child psychology as well as in 
mental deficiency. There are clinical, neuropathological and 
biochemical research units and clinical conferences are held 
weekly. Nunierous lectures and demonstrations are given to 
students and graduates. 

Applications, giving full particulars, and names of 3 referces, 
to Secretary, Fountain Hospital, Tooting-grove, London, S.W.17. 
GERMAN HOSPITAL, London, E.8. (General—157 
Beds.) Applications for 6 months appointment of registered 
HOUSE PHYSICIAN (resident). 2 


Applications to Group Secretary, Hackney Hospital, 
by 8th June, 1956, quoting GH/HP. 
GUY’S-MAUDSLEY NEUROSURGICAL UNIT. Applica- 
tions are invited for. the resident post of SENIOR HOUSE 
OFFICER for 6 months, commencing on Ist July, 1956. The 
unit, which is housed in the Maudsley Hospital, serves both 
Guy’s Hospital, and the Bethlem Royal Hospital and the 
Maudsley Hospital. 

Applications should be made within 2 weeks of the appearance 
of this advertisement to— 

. JOHNSON, House Governor and Secretary. 

Maudsley Hospital, Denmark-hill, c.5. 

QUY’S HOSPITAL, 8.E.1. are invited for 
the post of REGISTRAR (first year) whole-time in the Depart- 
ment of Psychological Medicine. Duties to commence as soon 
as possible. 

orms of application are obtainable from, and should be 
lodged with, the Superintendent, Guy’s Hospital, S.E.1, not 
later than Ist June, 1956. 
HACKNEY ‘London, E.9. (General—841 Beds.) 
Applications for the 6-months resident appointment of Pre- 
registration HOU SE. PHYSIC IAN (first post) should be sent to 
Secretary, above address, by 8th June, quoting HH/PHP. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
London, N.21. HOUSE SURGEON required. Duties mainly 
orthopedic with some E.N.T., casualty and emergency general 
surgery. New Operating Theatre, Outpatient and Casualty 
Departments. Preference wy] ig applicants seeking pre- 
registration post under Medical] 50. 

Applications, with copies of 3 “testimonials and name and 
address of 1 referee, to Hospital Secretary. : q 
HOSPITAL OF ST. JOHN 
60, Grove End-road, London, N.W.8. Required, omm 
on Monday, 16th July. Full-time SURGICAL REGISTIAT 
(Male). he possession of the Diploma of Fellow of 1 of the 
Royal Colleges is desirable. Honorarium at the rate of £750 p.a. 
Appointment will be for a period of 12 months. 

Further particulars may be obtained from the Secretary to 

whom applications, with names of 3 referees, should be a sent 
on or before Thursday, 7th June, 1956. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are 
invited from registered medical practitioners for the post of 
RESIDENT CASUALTY OFFICER (graded as Senior House 
Officer). Salary £745 p.a., tenable for a period of 6 7 
at the main Outpatient Department, Bayham-street, N.W. 

Application forms may be obtained from the aa to 

whom they should be returned, together with copies of 3 recent 
testimonials, by 7th June, 19% 56. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are invited 
for the pre-registration post of NON-RESIDENT CASUALTY 
OFFICER (medical or surgical). Vacant Ist July, 1956. Tenable 
for a period of 6 months. 

Application forms may be obtained from the Secretary, to 
whom they should bé returned, together with copies of 3 recent 
testimonials, by 7th June, 1956. 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 


recent testi- 


MEDICAL SCHOOL, Ducane-road, London, W.12. RESIDENT 
HOUSE SURGEON (orthopedics) required. Post vacant 
Ist July. 


Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary, Board of Governors, by 
2nd June. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Applications 
invited for the following whole-time non-resident posts :— 

SENIOR REGISTRAR (general surgery ). 

2 REGISTRARS (general surgery ). 

Applic ations, stating age, qualifications, experience, names of 2 
referees, to Secretary, Board of Governors, by 9th June. 
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HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT REGISTRAR (general medicine) required. 

Applications, stating age, qualifications, experience, names of 2 


referees, to Secretary, Board of Governors, by 4th June. 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
OBSTETRICS AND GYNECOLOGY, Ducane-road, London, W.12. 


HOUSE OFFICER (obstetrics ) required Ist July. 
nised for M.R.C.O.G. 
Applications, stating age, qualifications, experience, 


Post recog- 


copies of 


2 recent testimonials, to Secretary, Board of Governors, by 
2nd June. 
LAMBETH HOSPITAL, Kennington, 8.E.11. Applications 


are invited from pre-re gistration and registered Medical Prac- 
titioners for the position of RESIDENT HOUSE PHYSICIAN 
vacant on Ist July, 1956. The successful candidate will be 
required to carry out a fortnight’s locum duty starting on 
17th June, 1956. 

Application forms from the  Physician-Superintendent. 
Stamped addressed envelope should be enclosec 
LAMBETH HOSPITAL, Brook-drive, 8.E.11. Locum 
OBSTETRIC AND GYN-ECOLOGICAL REGISTRAR required 
at above Hospital for 2 months from 22nd June, 1956. 

Apply to the Secretary. 
LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE SURGEON —_ or post-registration ) 
required for 6 months commencing l7th June, 1956. 

Applications, stating age, qualifications, experience and copies 
of testimonials, to be sent to the Hospital Secretary. 


MEMORIAL HOSPITAL, Woolwich, S.E.18. House 
SURGEONS. 2 posts vacant end of June. Recognised for 
F.R.C.S. and approved for Pre-registration Service 

Pity to Group Secretary, Memorial Hospital, Woolwich 


METROPOLITAN EAR, NOSE AND HOS- 
PITAL At ST. MARY ABBOTS HOSPITAL, Kensington, W. FULHAM 
AND KENSINGTON HOSPITAL MANAGEMENT C¢ oem. HOUSE 
SURGEON (E.N.T.) required immediately. Post recognised for 
D.L.O. Resident appointment for 6 months in the first instance. 

Applications by 4th June, 1956, on forms obtainable from the 
Hospital Secretary, St. Mary Abbots Hospital. (L.60.) 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—146 Beds.) Applications are invited from 

registered medical practitioners for the post of RESIDENT 
SENIOR HOUSE OFFICER (anesthetist), vacant 11th July, 

5 » 

Applications, stating age, nationality, qualifications and 
experience, together with 3 testimonials, to the Hospital Secre- 
tary by 14th June, 1956. 

HOSPITAL, Kingsland- ‘road, London, 

E.8. (General—146 Beds.) Applications are invited from 
nt medical practitioners for the post of RESIDENT 

NIOR HOUSE OFFICER foqounity), vacant 5th August, 


1956. Post recognised for F.R. 

Applications, stating age, py qualifications and 
experience, together with 3 testimonials, to the Hospital Secre- 
tary, by 14th June, 1956. 


METROPOLITAN HOSPITAL, Kingsland-road, London, 
K.8. (General—146 Beds.) Applications are invited for the 


re-registration posts of 2 HOUSE PHYSICIANS and 3 
OUSE SURGEONS, vacant Ist July, 1956. 
Applications, stating age, nationality, qualifications or 


—— date of qualifications and experience, with copies of 
_——— testimonials, to the Hospital Secretary by 14th June, 
56 


MILDMAY MISSION HOSPITAL, Austin-street, Bethnal 
Green, London, F.2. Applicat ions are invited for the pre-re gistra- 
tion post of RESIDENT HOUSE PHYSICIAN AND CASU 
ALTY OFFICER, vacant 16th July, 1956. Salary £425, £475 or 
£2525 p.a., according to experience, less £125 for residence. 
Candidates should be in sympathy with the evangelical aims of 
the Hospital and preference will be given to intending medical 
missionaries. 

Applications and references to be addressed to the Medical 
Superintendent. 


MILE END HOSPITAL, 
(484 Beds.) HOUSE PHYSICIAN 
post vacant 18th June, 1956. 

Application forms. obtainable from the Physician-Superinten- 
dent, should b- returned by 4th June 1956, with copies of not 
more than 3 testimonials. 


MOORFIELDS, AND CENTRAL EYE 
HOSPITAL, City-road, London, E.C Applications are invited 
for the post of CHIEF CLINICAL ASSIST ANT to the Physicians 
Department to attend on Fridays each week at 2 P.M. beginning 
Friday, 6th July, 1956. Candidates must be registered medical 
yractitioners. The successful applicant will be graded Senior 
Registrar, and remuneration will be in accordance with the 
provisions of terms and conditi ions of service of hospital medical 
and dental staffs. The post is assessed at 5 hours per week 
(including travelling time ). 
Applications should be 
obtainable 
signed not later than 4th June, 
A. J. 


(pre- or post-registration ) 


Bancroft-road, London, 


official form which is 
received by the under- 


made on the 
on request and should be 
. TARRANT, House Governor 
MOTHERS’ HOSPITAL a Army), Clapton, E.5. 
Maternity——110 Beds.) Applications are invited for the following 
-months resident posts : 


(a) Registered OBSTETRIC HOUSE SURGEONS (2 posts), 
vacant Ist August and Ist September. 
(b) Pre-registration OBSTETRIC HOUSE SURGEON 


(second post), vacant Ist mober. 
Posts recognise d for M.R.C 
Appiy Secretary, Hackney ‘Hospital Management Committee, 
London, E.9, quoting MH (a) or (b). 
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Mar!borough- 


MARLBOROUGH DAY HOSPITAL, 


place, N.W.8. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. PSYCHIATRIC REGISTRAR for 8 sessions per week 
to commence in August. Successful applicant required to 


undergo personal analysis which will be given free of charge. 
Clinic may be visited by direct appointment. 
Apelie ‘ation forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 5th June, 1956. 
NELSON HOSPITAL, Kingston-road, Merton, S.W.20. 
RESIDENT ANASSTHETIST (Senior House Officer grade). 
Applications, stating age, experience and qualifications, with 
copies of testimonials and the name of 1 referee, should be sent 
to the Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
NORTH EAST METROPOLITAN REGIONAL HOS- 


PITAL BOARD. 
SURGICAL REGISTRAR (non-resident, sleeping in on duty 
nights), Chase Farm Hospital, Enfield, Middlesex, = other 


Hospitals in the Enfield Group. Recognise sd for F.R. 
SURGICAL REGISTR AR St. Margaret’ Hospital, 
Epping, Essex. Recognised for F.F 
RESIDENT OBSTETRIC RE GIST RAR (Female), The 
Mothers’ (Salvation virv ) Hospital, Lower Clapton-road, E.5. 
Recognised for M.R.C.O.G. 


MEDICAL REGIST RAR (resident or non-reside nt), Harold 
Wood a. Harold Wood, Essex. 

MEDICAL REGISTRAR (resident or non-resident, sleeping 
in = duty nights), Bethnal Green Hospital, Cambridge Heath- 
road, E.2 


REGIST RAR in Diseases of the Chest (resident), Harts Hos- 
pital, Woodford Green, Essex. 

REGISTRAR in Diseases of the Chest (residént), Broomfield 
Hospital, near Chelmsford, Essex. Modern Hospital, 312 Beds. 
Tuberculous and non-tuberculous surgery, chest clinics and mass 
radiography. Successful candidate required mainly for General 
Ward and Relief Duties and to assist in Operating Theatre. 
Opportunities for study. 

Appointments subject to review after 1 yea 

Application forms from Secretary, 11a, Portiand- -place, W.1, 

to be returned by 9th June, 1956. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ANXSTHETIC REGISTRAR (non-resident ) 
for whole-time duties at hospitals in the Central Middlesex 
Group. Officer would receive mileage allowance for the use of 
car. Appointment for 1 year, renewable. Hospitals may be 
visited by direct appointment. 

Application forms obtainable from, 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 5th June, 1956. 
NORTH MIDDLESEX HOSPITAL, Edmonton, 
Locum REGISTRAR in Medicine (general), required for 
lith June. Higher qualification in medicine desirable. Non- 
resident, but required to sleep in on full duty nights (7 in 21). 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials and names of 2 ‘referees, 
to Secretary of Hospital. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from qualified medical practitioners for 
appointment as RESIDENT JUNIOR HOUSE SURGEON 
(pre-registration, first or second post) for a period of 6 months, 
commencing 19th June, 1956. 

Application form from Secretary, Tottenham Group Hospital 

Monagement Committee, The Green, N.15, to be returned by 4th 
June, 1956. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
Post of REGISTRAR status at Chelsea Hospital for Women for 
someone willing to undertake psychotherapy for 1 session a week. 
The post is honorary, but offers opportunities for outpatient 
treat 7 of stress disorders in the field of gynaecology, and for 
research 

Applications ts House Governor, 339, 
by 8th June, 1956. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, London, E.15. HOUSE SURGEON (pre-registration ) 
for 6 months commencing as soon as possible. 

Applications, with copies of recent testimonials, to Group 
Secretary, -_ Ham Group Hospital Management Committee, 
Stratford, E.15, by 29th May, 1956. 

ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of MEDICAL REGISTRAR at the Royal 
Free Hospital. Candidates should be Members of the Royal 
College of Physieians. Terms and conditions of service in acco: 
ance with the scale laid down by the Ministry of Health for 
Registrare. The appointment is for 1 year in the first instance, 
duties to commence Ist August, 1956. 

Formal application, giving details of experience, &c., together 

with the names of 3 referees, should be sent to the Secretary 
to the Board of Governors, The Royal Free Hospital, Gray's 
Inn-road, W.C.1, not later than 23rd June, 1956. 
ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
S.W.3. Applications are invited from registered medical 
practitioners for the post of HOUSE SURGEON (resident) to 
commence duty on 13th July, 1956. Salary £525 p.a. The post 
is tenable for 6 months. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent 
testimonials, should be sent not later than llth June, 1956. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
RESIDENT HOUSE SURGEON (post-registration post). 
Applications are invited for a 6 months appointment as from 
Ist July, 1956, with salary and conditions as laid down for 
House Officers in the terms and conditions of service in the 
National Health Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor. 


and returnable to, Group 


N.18. 


Goldhawk-road, W.6, 


3S, 
| 
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ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Goléen-square, W.1. In 
association with The Institute of Laryngology and Otology. 
Applications are invited for a post of REGISTRAR or alterna- 
tively SENIOR HOUSE OFFICER. A higher surgical qualifi- 
cation is required for the former grading and at least the pr imary 
F.R.C.S. for the latter. Considerable clinical experience in 
general surgery and in this specialty is required for either post. 
_ The appointment will be in accordance with the terms and 
conditions of service for the appropriate grade in the National 
Health Service. 

Applications, giving full information and the names of 2 
referees, should be sent to the House Governor by 30th June. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD AND BOARD OF GOVERNORS OF KING’S COLLEGE 
HOSPITAL. Applications are invited for an appointment as 
Whole-time SENIOR REGISTRAR in Psychiatry to be made 
jointly by the Bodies concerned and to be held at St. Francis 
Hospital, Haywards Heath, Sussex, and King’s College Hospital. 
Candidates should possess an appropriate higher qualification 
and have had adequate experience in general medicine. The 
appointment, which is renewable annually, will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales) and will commence at 
st. Francis Hospital on Ist October, 1956, for 2 years, trans- 
ferring to King’s College Hospital on Ist October, 1958, for a 
final year. 

Applications, giving particulars of age, education, qualifica- 
tions, and experience with relevant dates, together with the 
names and addresses of 3 referees, should be sent to the Secretary, 
Registrars Committee, South East Metropolitan Regional Hos- 
pital Beord, 11, Portland-place, London, W.1, not later than 
9th June, 1956. a 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospita! for a period of 6 months from 20th May, 1956. 

Application form from Secretary, Tottenham Group Hospital 
Management The Green, N.15. 

ST. JAMES’ OSPITAL, Baiham, London, 8&.W.12. 
SEN IOR MOUSE OFFICER (casualty). Post vacant Ist June. 
Post recognised for F.R.C.S. 

Applications, stating age, qualifications, experience, and names 

of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address immediately. 
ST. JAMES’ HOSPITAL, Balham, S.W.12. (Recognised 
for D.Path.) SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. SENIOR REGISTRAR with wide experience in 
pathology. Post vacant Ist August. 

Application forms (send stamped addressed large foolscap 
envelope) obtainable from Group Secretary, Wandsworth 
Hospital Group, at above address, to be completed and returned 
by 9th June. 


Lisle-street, Leicester-square, London, W.C. ations @ 
invited for the post of RESIDENT SENIOR *0UeE ‘OFFICER 
for the Inpatient Department. Vacant Ist August, 1956. 
Inquiries and applications, with the names of 2 referees, 
by 6th June, 1956, to the Secretary to the Board of Governors. 


ST. LEONARD’S HOSPITAL, Nuttali-street, London: 
N.1. (Acute General—192 Beds.) Applications are invited from 
registered or provisionally registered practitioners for the post of 
HOUSE PHYSICIAN for 6 months commencing 15th June, 
1956. 

Applications, with 2 testimonials, to Hospital Secretary by 
2nd June, 1956. 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the posts of CASUALTY 
SURGEON (2 vacancies). Candidates must have held an 
appointment as House Surgeon at this Hospital or at another 
hospital approved by the Board of Governors. The appoint- 
ments are for a first period of 6 months, with effect from Ist July, 
1956. Remuneration at Senior House Officer rates. 
Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments. together 
with the names and addresses of 3 referees, should reach ALAN 
PownpitcH, House Governor, not late than 5th June, 1956. 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of non- -resident 
Whole-time REGISTRAR in General Medicine. The successful 
applicant will be required to undertake work in the Casualty 
and Outpatient Departments as well as having certain inpatient 
duties. The appointment will be for a first period of 12 months 
as from 26th June, 1956. 

Applications, stating nationality, date of birth, permanent 

dress, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, not later than 5th June, 1956. 


ST. NICHOLAS HOSPITAL, Plumstead, S.E.18. House 
SURGEONS. 2 posts vacant Ist July. Recognised for F.R.C.8. 
and approved for Pre-registration Service. 

finely to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 
ST. THOMAS’S HOSPITAL and the SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. (Joint appointment.) 
Whole-time SENIOR SURGICAL REGISTRAR at St. Thomas’s 
Hospital and the 3 major Portsmouth Hospitals. The successful 
candidate will work mainly at St. Thomas’s Hospital and subject 
to annual reappointment may be required to spend 1 year at 
Portsmouth. 

Applications (5 copies), 
of 2 referees, to the Clerk of the Governors, 
Hospital, S.E.1, by 2nd June. 


including the names and addresses 
St. Thomas's 


= HOSPITAL FOR SICK CHILDREN, Great Ormo 

London, W.C.1. There is a vacancy for a RESIDENT 
ANESTH TIST (Registrar grade) for duty primarily at the 
Country Branch Hospital, Tadworth, Surrey. 

Full particulars and form of application, which must be 
returned not later than 18th June, 1956, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. Applications are invited for the post of 
Whole-time SENIOR REGISTRAR to the E.N.T. Department, 
falling vacant on Ist November, 1956. 

Further particulars and form of application, which must be 
returned not later than 18th June, 1956, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. _ 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. Applications are invited for the appoint- 
ment of Part-time MEDICAL OFFICER to the Department of 
Psychological Medicine. Candidates should hold the D.P.M., 
and previous training in child psychiatry is essential. Duties will 
include diagnosis and treatment of children referred from the 
Outpatient Department. Up to 6 sessions per week, which must 
include attendances on Monday and Friday mornings, will be 
required, but consideration would be given to those who could 
attend only 2 of these sessions. £175 p.a. per session. 

Forms of application, which must be returned by 18th June, 
1956, and further particulars may be obtained from the under- 
signed. . RUTHE eae House Governor and Secretary. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1, RESIDENT MEDIC AL OFFICER ‘(Registrar ) at the 
Hospital for Tropical Diseases, 4, St. Pancras-way, London, 

N.W.1, from Ist August, 1956. Appointment for 6 months, 
renewable. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 9th June, 1956 
WANSTEAD HOSPITAL, Hermon Hill, Wanstead, E.11 
(191 Beds.) HOUSE PHYSICIAN required. Post vacant 
10th July, 1956. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
Part-time CLINICAL ASSISTANT (E.N.T.) required for 2 
sessions per week. Salary £175 p.a. per session. 

Applications, stating age, qualifications, experience, copies of 

2 recent testimonials, to Secretary by 3rd June. 
WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
Applications invited from registered medical practitioners 
for the whole-time non-resident post of REGISTRAR in 
Chemical Pathology. This post gives good experience in clinical 
and biochemical investigations. 

Applications, stating age, qualifications, experience, names 
of 2 referees, to Secretary, Board of Governors, The Hammer- 
smith, West London and St. Mark’s Hospitals, Ducane-road, 
London, W.12, by 2nd June. 


WHIPPS CROSS HOSPITAL, London, E. 11. A pplications 
are invited for the post of REGISTRAR in the Tuberculosis 
Unit at above Hospital. Tenure from 21st June, 1956, to 
December, 1956 

Application forms from the Hospital Secretary to be returned 
by 4th June, 1956. 


WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIANS. 4 posts vacant in July—-3 at 
Brook General Hospital, Woolwich, 1 at St. Nicholas Hospital, 
Plumstead. All posts approved for Pre-registration Service. 

Applications to Group Secretary, Memorial Hospital, Wool- 
wich, 8.E.18, not later than 2nd June. 


WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 


MITT 

SENIOR HOUSE OFFICER (obstetrics ). 

British Hospital for Mothers and Babies, Woolwich. Vacant 
19th July. Recognised for M.R.C.0.G. or D.Obst.R.C.0.G. 
6 menths appointment and may be renewed for a further period. 

HOUSE SURGEONS (gynecology _and obstetrics). 

St. Nicholas Hospital, Plumstead. Vacant 16th July. Recog- 
nised for D.Obst.R.C.0.G. or 3 months obstetrics, 3 months 
gynecology for M.R.C.0.G. 

Memorial Hospital, Woolwich. Vacant 25th June. Recogn 
for M.R.C.0.G. (6 months gynecology). Small Obstetric Unit 
providing good experience. 

Applications for these post-registration appointments to be 
sent to Group Secretary, Memorial Hospital, Woolwich, 8.E.18. 


ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the appointment, as from 
5th October, 1956, of a REGISTRAR in General Medicine at 
the Aberdeen Royal Infirmary and Woodend General Hospital. 
The post is a whole-time one and is non-fesident. Salary and 
conditions of service in accordance with the terms issued by the 
Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Group 
Secretary, Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s- 
road, Aberdeen, by 9th June, 1956. 


ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the appointment of a 
REGISTRAR in Otolaryngology with duties in the Aberdeen 
Royal Infirmary. The post which becomes vacant from 5th 
October, 1956, is a whole-time one and is non-resident. Salary 
and conditions of service in accordance with the terms issued by 
the Department of Health for Scotland. 

Applications, giving details of ¢ SP ye and experience 
with the names of 2 referees, should be lodged with the Group 
Secretary, Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s- 
road, Aberdeen, by 9th June, 1956. 

53 


THE Lancet] 


THE LANCET GENERAL ADVERTISER 


[May 26, 


1956 


ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the appointment of a 
REGISTRAR in Obstetrics and Gynecology with duties princi- 
ally in the Aberdeen Royal Infirmary and Aberdeen Maternity 
Fe ita. The post which becomes vacant in July, 1956, is a 
whole-time one and is resident while in the Maternity Hospital. 
Salary and conditions of service in accordance with the terms 
issuec by the Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Group 
Secretary, Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s- 
road, Aberdeen, within 14 days of the appearance of this 
advertisement. 
ALTON, HAMPSHIRE. LORD MAYOR TRELOAR 
ORTHOP DIC HOSPITAL. (340 Beds.) Applications invited from 
registered medical practitioners (Male or Female) for Whole- 
time SENIOR HOUSE OFFICER, vacant from end of June, 
1956. Post provides experience in non-pulmonary tuberculosis 
and general orthopedics and includes some plastic surgery work. 
Accommodation available. Visit to Hospital welcome. 

Applications to Secretary within 2 weeks of this advertisement. 


AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. HOUSE SURGEON for Gynecology Depart- 
ment. Post recognised for M.R.C.O.G., vacant 2nd June, 1956. 

Applications from registered practitioners, with 2 testimonials, 
to the Administrative Officer as soon as possible. rate 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. RESIDENT HOUSE PHYSICIAN required 
for the Department of General Medicine. Recegnised pre- 
registration post. Applications from registered practitioners will 
be considered. Post vacant 27th July, 1956. 

Apply, with copies of 2 testimonials, to Administrative Officer. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration). Post vacant 
mid-July. 

Applications to Group Secretary, North Devon Hospital 
Management Committee 19, Alexandra-road, Barnstaple. 
BATH. ROYAL UNITED HOSPITAL. Applications are 
invited from medical practitioners for post of HOUSE 
SURGEON at the above Hospital. Post is recognised for pre- 
registration purposes. 

Applications, stating age, qualifications and experience with 
3 testimonials, should be forwarded to Group Secretary, Bath 


Hospital Management Committee, Manor Hospital, Bath. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) 
Resident Pre-registration HOUSE PHYSICIAN required 


approximately mid-June. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Group Secretary, Bedford jroup 
Hospital Management Committee, 3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) House 
SURGEON required. The appointment offers a ae 
opportunities for general experience in busy acute surgical 


unite. 

Applications, stating age, experience, nationality, copies of 
2 recent testimonials, to Group Secretary, 3, Kim olton-road, 
Bedford. 
BEVERLEY, YORKSHIRE. 
(229 Beds.) ORTHOPXDIC HOUSE SURGEON (first, 
second, or third post). Married accommodation available. 
Offers good opportunity for general experience in busy acute 
general hospital. Approved pre-registration post. Fully 
ualified practitioners may apply. Recognised for F.R.C.S. 
acant now. 

Apply to Group Secretary. — 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory with attendance at Branch Labora- 

Driffield. Offers experience all branches of pathology. 

Salary £745. 

Detailed applications to Group Secretary. 


BLACKBURN. QUEEN’S PARK HOSPITAL. House 
OFFICER (obstetrics and gynecology) required for busy 
unit of 58 Beds taking normal and abnormal cases at above 
Hospital. Post vacant 27th June, 1956. Recognised for 
D.Obst. R.C.0.G. 

Apply to Secretary, Blackburn and District Hospital Manage- 
ment Committee, Hospital Management Committee Office, 
Royal Infirmary, Blackburn, Lancs. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of 
SURGICAL REGISTRAR (Senior Registrar grade), in the 
United Birmingham Hospitals for duty in the first instance 
at the General Hospital. The appointment will be for 1 year 
in the first instance and subject to annual review. The successful 
candidate may subsequently be required to spend not more than 
2 years in a selected hospital of the Birmingham Regional 
Hospital Board in necordance with an arrangement for the 
interchange of Registrars agreed between the 2 Boards. Candi- 
dates must be registered medical practitioners and should 
possess the F.R.C.S. They may be required to be resident. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
; oT 15, and should be returned not later than 16th 
une, 1956. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS, THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Applications are invited for the appointment of RESI- 
DENT SENIOR HOUSE OFFICER to work in the Clinical 
Pathological Department, vacant llth July, 1956, for 1 year. 
Applicants should have held resident appointments in a children’s 
hospital or a children’s department of a general hospital. 

Forms of application may be obtained from the House Gover- 
nor and should be returned by 12th June, 1956. 

G. A. PHALP, Secretary to the Board of Governors. 


WESTWOOD HOSPITAL. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 


—_ THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Applications are invited for the post of RESIDENT 
SURGICAL OFFICER (Registrar) vacant Ist August, 1956, for 
1 year. Preference will be given to applicants with a knowledge 
of peediatric surgery and who hold a higher qualification. Deduc- 
tion of £150 from salary for residential emoluments. 
Forms of application may be obtained from a House 
Governor —- should be returned by 12th June, 1956 
A. PHALP, Secretary to the Board of Governors. _ 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Dudley Road bg Dudley-road, Birmingham, 18 
REGISTRAR in E.N.T. Surgery required (non-resident) for 
Dudley Road Hospital. Post recognised for D.L.O 
(2) Group, Princes-road, 
ren 
(a) Whole-time REGISTRAR in 


Stoke-on- 


Obstetrics and Gynzco- 


logy. Duties mainly at City General Hospital (845 Beds). 
Experience specialty essential. ec non-resident. Recog- 
nised M.R.C.0.G./D.Obst.R.C.0.¢ 

(6) Whole-time REGISTRAR. “in Orthopedics. Duties 


mainly at North Staffordshire Royal Infirmary (455 Beds). 
Experience specialty essential. Higher qualification an 
advantage. 
Application forms from Group Secretaries to be returned 
before 4th June, 1956. - 
AR 


BRADFORD, YORKSHIRE. ROYAL EYE AND E 
HOSPITAL. (105 Beds.) SENIOR HOUSE OFFICER 
required for E.N.T. Department of 56 Beds. Recognised for 
D.L.O. and F.R.C.S. Salary £745 p.a., less £150 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications and 
experience with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 
BRIGHTON GENERAL HOSPITAL. House Physician 
(geriatrics). This is a large Unit with an active rehabilitation 
section, which provides excellent clinical facilities. Vacant 
18th July. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, should be sent to the 
Physician-Supe rintendent, Brighton General Hospital, Elm- 
grove, Brighton, 7. 

BRIGHTON GENERAL HOSPITAL. House Surgeon 
(orthopredics). Recognised as a pre-registration appointment. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton. 7 
BRIGHTON GENERAL HOSPITAL. House Surgeon to 
the General Surgical Unit (60 Beds). The post is recognised as 
$ pre-registration appointment, and becomes vacant en 17th 

une. 

Applications, stating age, qualifications, experience, and giving 
the names of 2 referees, should be sent to the Physician-Superin- 
tendent, Brighton General Hospital, Elm-grove, Brighton, 7. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dzme-reed, BRIGHTON. (129 Beds,) SENIOR 
HOUSE OFFICER from Ist July, 1956. Candidates should 
ro pee experience in pediatrics. The post is recognised for 


Applications, stating age, nationality, experience, together 
with copies of 2 testimonials and the names of 2 referees, should 
reach the Administrative Officer not later than 4th June, 1956. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL, 
BRIGHTON, 7. Locum JUNIOR HOSPITAL MEDICAL 
OFFICER as Senior pene | Officer for period 11th-—30th June. 

eciseiions, stating usual particulars, to the Administrative 

cer. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road. Locum HOUSE SURGEON (Female), 
Senior House Officer grading, required for the period 3rd—19th 
July, 1956, inclusive. Salary at the rate of £14 10s. per week, 
less residential emoluments. 

Applications, with full particulars, to be sent to the Adminis- 
trative Officer by 4th June, 1956. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of GENERAL OU SE SURGEON. 
The post, which is recognised for the F.R.C.S. examination and 
for pre-registration pangeses. becomes vacant on ith Juiy, 1956. 

__ Applications to the Hospital Secretary. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. Applications are invited 
for the post of HOUSE OFFICER (surgery ), pre-registration. 

Applications, stating age, qualifications, and names of 2 
referees, should be forwarded to— 

H. WILKINSON, Group Secretary. 

Bury General Hospital. Bury, Lancs. 

BURY w= ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTE Applications are invited for the resident post of 
SENIOR How SE OFFICER (pathology ). 

Apply, stating age, qualifications, experience, nationality, and 
names of 2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

BURTON UPON TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON required at the above Hospital as from 
6th June, 1956. Post recognised for pre-registration purposes. 

Apply Group Secretary. 

BRISTUL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospital (571 Beds, including 133 maternity) RESIDENT 
OFFICER (anesthetics). Post recognised 
or F.F./ 

to be made to the Group Secretary, Southmead 

ospi' ristol. 
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BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 
for the joint appointment of SENIOR REGISTRAR in Psy- 
chiatry to the Plymouth Clinical Area based on Moorhaven 
eopeel, Ivybridge, South Devon. The appointment will be 
held for 1 year in the first instance but may be renewed there- 
after on an annual basis. A flat is available suitable for a married 
man. A comprehensive mental health service is in operation, 
and experience can be gained in all branches of inpatient and out- 
patient work (including neurology, mental deficiency and child 
guidance). The outpatient service is based on the South Devon 
and East Cornwall Hospital, Plymouth, and the 
Child Guidance Clinic. The 1955 Annual Report which gives 
full particulars of the service can be obtained from the Physician- 
Superintendent, Moorhaven Hospital. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the gamer gg of the Regional Hospital Board, 
4 Ps eee Park-road, Bristol, 8, not later than 9th June, 

56. 


BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE SURGEON in General 
Surgery required at Cossham Memorial Hospital, Kingswood, 
Bristol, now until 3lst July, 1956. 88 Beds acute medicine 
and surgery. Recognised pre-registration post but fully regis- 
tered practitioners considered. 

Apply to Group Secretary, Frenchay Hospital, Bristol, 
quoting qualifications, experienc e and names of 2 referees. 
CAERPHILLY DISTRICT HOSPITAL, near Cardiff. 
(226 general beds.) RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. Vacancies for SENIOR HOUSE 
OFFICER (general surgery) on Ist July, 1956, and for 2 Pre- 
—- HOUSE SURGEONS, 1 on Ist July, 1956, and the 
other on Ist August, 1956. 

Apply, stating age, qualifications, and names of 2 referees, to 
Group Secretary, Hospital Management Committee, Central 
Offices, Caerphilly -road, Ystrad Mynach, Hengoed, Glamorgan. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Surgical 
REGISTRAR (non-resident), for 1 year in first instance from 
9th July. Possibility of Locum pending permanent appoint- 
ment. Renewable for second year. 

Apply, with full particulars and names of 3 referees, to 
Secretary by 16th Ls 
CANTERBURY. AND CANTERBURY HOS- 
PITAL. (277 Beds.) GY ECOLOGICAL HOUSE SURGEON 


required at Highland Court Annexe, a unit of 25 gynrcological | 


beds situated 3 miles from the above a with all ancillary 
services available. Recognised for M.R.C.0.G. 6 months appoint- 
ment. Post vacant early July, 1956. National Health Service 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. GLAN ELY HOSPITAL, Fairwater, Cardiff. 
(240 Beds.) SENIOR HOUSE OFFICER (resident) required at 
above Hospital for treatment of pulmonary (Thoracic Unit) 
and all forms of non-pulmonary tuberculosis. 

Forms of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. PRINCE OF WALES ORTHOPADIC HOS- 
PITAL, RHYDLAFAR, near CARDIFF. SENIOR HOUSE OFFICER 
required. Regional Orthopeedic Centre for South Wales area of 
220 Beds increasing to 290 and branch of 70 Beds. Outpatients 
clinic in Cardiff. Single accommodation at Hospital at 
Rhydlafar. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, ( ‘ardiff. 
CARLISLE. CUMBERLAND INFIRMARY. (335 Beds.) 
There are vacancies for 2 HOUSE OFFICERS (general surgery ). 
The posts are recognised for pre-registration purposes and for 
the F.R.C.S. examination. 

Applications, stating age, and giving details of education, 
training and experience, together with the names of 2 referees, 
should be sent to the Group Secretary, Cumberland Infirmary, 
as soon as possible. med) 
CARLUKE, LAW HOSPITAL. Applica- 
tions are invite »d from registered medical “g-y-1wy for the 
post of RESIDENT “HOU SE PHYSICIAN for the 6 months 
commencing Ist August, 1956. 

Applications, stating age, qualifications and ype experi- 
ence, together with the names of 2 referees, to be submitted to 
the Group Medical Superintendent, Law Hospital, Carluke. 
CHESTERFIELD RUYAL HOSPITAL. House Physician 
(Senior House Officer grade) required Ist June at above Hospital 
for 36-Bed unit (shortly to be increased to 63 beds). Post offers 
good experience in acute general medicine, pediatrics, diabetics, 
and dermatology. National salary and conditions. 

Apply M. H. Boonr, Secretary, Chesterfield Hospital Manage- 
ment Committee. 

CARSHALTON. SURREY. ST. HELIER HOSPITAL. 
— HOUSE OFFICER (Chest Unit), medical and surgical 
uties 

Applications, stating age, qualifications and experience, 
with copies of testimonials and the names of 2 referees, should 
be sent to the Group Secretary. at above address. 
CARSHALTON. SURREY. ST. HELIER HOSPITAL. 
OFFICER (Senior House Officer). Post recognised 
or F.R.C.S. 

Applications, stating age, qualifications and experience, 
with copies of testimonials and the names of 2 referees, should be 
sent to the Group Secretary at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
REGISTRAR in the Department of Physical Medicine (non- 
resident). Post vacant mid-August. 

Forms of application, returnable by 14th June, obtainable 
from the Group Secretary, at the above address. 


Plymouth 


CARSHALTON. SURREY. ST. HELIER HOSPITAL. 
te SURGEON (approved pre-registration post), vacant 
mid-Jul 

Applizetions, stating age, qualifications and experience, with 
copies of recent testimonials and the names of 2 referees, should 
be sent to the Secretary at above address. 

CHELMSFORD. ST. JOHN’S HOSPITAL. Locum 
REGISTRAR in Obstetrics and Gynecology required as from 
llth June, 1956, for approximately 2 seutle. 

Applications, with full Pertioues, to the Group Secretary 
Chelmsford Group Hospital Management Committee, Chelmsford 
and Essex Hospital, Chelmsford. 

CHELMSFORD. ST. JOHN’S HOSPITAL. House 
PHYSICIAN. (pre-registration, first, second, or third appoint- 
ment), Male or Female, to commence as soon as possible. 

Applications, stating age, nationality, qualifications, and 

experience, together with recent testimonials, to the Secretary, 
Group Hospital Management Committee, Chelmsford and Essex 
Hospital, London-road, Chelmsford. 
CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
Applications invited from pre-registration candidates, or others, 
for the post of HOUSE SURGEON. Recognised for F.R.C.S. 
Tenable for 6 months from 16th June. The successful candidate 
will have the option of proceeding immediately to the post of 
HOUSE PHYSICIAN for a further period of 6 months. 

Applications, together with 2 recent testimonials, to the 
Secretary, Chelmsford Hospital Management Committee, 
London-road, Chelmeford. 

CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 

epee ‘are invited for the appointment of HOUSE 

YSICIAN (pre-registration). The post is resident and will 

= vacant about the middle of June. Salary and conditions of 

service in accordance with the National Health Service 
regulations. 

Applications together with 2 Aeron should be sent to— 


NLEY T. "DAVIS, Secretary. 
Generel Hospital. 
CHEL HAM GENERAL HOSPITAL. 
2 HOUSE SURGEONS (pre- or post-registration). The posts 
offer a wide experience in general surgery ; Synmeehey 5 
orthopeedic surgery; and genito-urinary surgery, and 
vacant now. Both posts are recognised for the F. Rc. s. The 


Required, 


fe of house physician would probably be open to a House 


urgeon on completion of the House Surgeon post. 
Apply Secretary, General Hospital, Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Park War Hospital). (430 Beds.) RESIDENT HOUSE 


| SURGEON (Senior House Officer or Intern) required for the 


Gynecological (30 Beds) and E.N.T. (16 Beds) Departments. 
Duties to commence immediately. Salary in accordance with 
terms and conditions of National Health Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 


CHICHESTER. ST. RICHARD’S ‘HOSPITAL. (400 Beds.) 
CHICHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
2 HOUSE SURGEONS (pre-registration) for 6 months only in 
the first instance. Post vacant Ist July, 195 he man or 
woman appointed will work primarily in the ee wards of 
the Hospital. Hospital recognised for F.R.C. 

stating age. qualifications and givi 
names of 2 persons from whom reference may be obtained, shoul 
be sent to the Surgeon-Superintendent. 
COULSDON, SURREY. NETHERNE HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the appointment of REGISTRAR (whole- 
time) at the above Hospital, which is recognised for the D.P.M. 
The Hospital has an admission-rate of 1600 a year and all 
modern forms of treatment are carried out. There are 4 active 
Outpatient Departments in general hospitals and Departments of 
Clinical Research, Neurosurgery, Psychology and Social Service 
and a modern Electro-encephalographic Unit. 

Application forms may be obtained from the Secretary. 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds), ALVASTON HOSPITAL, NANTWICH (34 Beds). (Acute.) 
RESIDENT SENIOR HOUSE OFFICER (surgical) or 
LOCUM required. Approved for F.R.C.S. Vacant Ist June, 
1956. Excellent surgical experience is available. Salary in 
accordance with Whitley Council scale. 

Applications, giving full particulars, age, qualifications, 

experience, &c., together with 3 names for reference, to be sent 
to the Group Secretary, South Cheshire Hospital Management 
Committee, Barony Hospital, Nantwich. 
DORKING GENERAL HOSPITAL, Horsham-road, Dork- 
ING, SURREY. (252 Beds.) REDHILL GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from candidates 
ossessing previous experience for the position of SENIOR 
IOUSE PHYSICIAN to the Department of Medicine. The 
Medical firm consists of a visiting Consultant Physician, a 
full-time Physician, and a Resident House Physician. Post 
vacant 30th July, 1956. The post offers wide experience in 
general medicine and gives an excellent opportunity for candi- 
dates studying for M.R.C.P. Salary £745 p.a., less £130 for 
emoluments. 

Applications, stating 
ence, should forwa 
not later than 4th June. 


DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds. Post recognised for D.A.) SHEFFIELD REGIONAL HO8- 
PITAL BOARD. Whole-time RESIDENT REGISTRAR (anes- 
thetics) required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 4th June, 1956, giving age. nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 

55 


, qualifications and previous experi- 
ed to the Medical Superintendent, 


| 


Tae Lancer] THE LANCET GENERAL ADVERTISER [May 26, 1956 
DERBY. DERBYSHIRE ROYAL INFIRMARY. Senior GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
HOUSE OFFICER (anesthetics), vacant 12th June. Recog- MANAGEMENT COMMITTEE. Applications are invited for the 


nised for D.A. 

Apply, with full details and copies of 2 
to Secretary. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. Ho 
SURGEON (pre-registration) or SENIOR HOUSE OFFIC ER 
for General Surgery, now vacant. 

Apply, stating full details, with copies of 2 recent testimonials, 

to Secretary. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR, United Norwich Hospitals. Ward 
duties at West Norwich Hospital and Norwich Isolation Hospital 
and outpatient clinics at Norfolk and Norwich Hospital. Post 
provides wide experience in general medicine. Appointment 
for 1 year, renewable for second year. 

Applications, stating age, experience and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by llth June, 1956. Can- 
didates invited to visit hospitals by direct arrangement with 
Hospital Management Committee Secretary, Norfolk and 
Norwich Hospital, Norwich. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

SENIOR REGISTRAR in Chest Medicine, Norwich and East 
Norfolk areas. Main chest clinic situated in Norwich. Duties 
include work in associated hospitals and clinics. The post offers 
wide experience in chest diseases. Higher medical qualification 
and wide experience in chest diseases and tuberculosis desirable, 
Candidates invited to visit clinics by direct arrangement with 
Hospital Management Committee Secretary, Norfolk and 
Norwich Hospital, Norwich. 

REGISTRAR in Psychiatry, St. Andrew’s Hospital, Thorpe, 
Norwich (1250 Beds). Full range of modern psychiatric treat- 
ments and a number of associated general hospital outpatient 
clinics. Married or single quarters available. Appointment for 
1 year, renewable for second year. Candidates invited to visit 
Hospital by direct arrangement with Medical Superintendent. 

Applications (8 copies), stating age, experience and the names 
of 3 referees, to the Board’s Senior Administrative Medical 
Officer, 117, Chesterton-road, Cambridge, by 4th June, 1956. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE SURGEON (third post), vacant 
23rd June, 1956. Post provides experience and duties in both 
surgery and orthopeedics. 6 months appointment. Post 
recognised for F.R.C.S. by the Royal College of Surgeons. 

Applications, with names and addresses of 2 referees, to the 
Secretary of the Management Committee, at C hase Farm Hospital. 
EPSOM, SURREY. WEST PARK HOSPITAL. (For ali 
stages of nervous and mental disorders.) WEST PARK HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of a REGISTRAR in Psychiatry at above Hospital. Candidates 
may be of either sex. Single residential quarters available. All 
modern methods are practised and there are facilities for study 
for the D.P.M. Within easy reach of London. 

Applications (5 copies) should be made on forms obtainable 

from the Secretary to the Hospital Management Committee at 
the Hospital, to whom they should be returned not later than 
8th June. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required Ist July, 
for Orthopeedic, E.N.T. and Eye Departments. Pre-registration 
post. 

Applications, stating age, qualifications and experience with 

copies of 2 recent testimonials, should be sent immediately to 
Group Secretary at above address. 
GAINSBOROUGH. JOHN COUPLAND HOSPITAL. 
(40 Beds.) Applications are invited for the post of RESIDENT 
MEDICAL OFFICER. The Hospital has a number of both 
medical and surgical beds. Salary is in accordance with Junior 
Hospital Medical Officer grade of the terms laid down for 
hospital medical and dental staffs. Married quarters are 
available. 

Applications, giving full particulars, 
soon as possible to 


recent testimonials 


should be forwarded as 


. Howick, Group Secretary, 
Lincoln No. il Management Committee. 

County Hospital, Lincoln. 

GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for a SENIOR HOUSE 
OFFICER (Male or Female) for the Psychiatric Unit at Stobhill 
Hospital, Glasgow. Resident preferred. The Unit consists of 
180 Beds with 1600 admissions yearly and deals with acute 
treatable cases ; it is recognised for the D.P.M. The appointment 
will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience 
present appointment, and naming 3 referees, to be 
immediately with the Secretary, 13, Woodside-place, 
gow, 


GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW. HOUSE OFFICERS (Male or Female) 
required for 6 months. Posts vacant Ist August and Ist Sep- 
tember, 1956. Provisionally registered practitioners may apply. 
Both medical and surgical posts are available. 

Apply to Medical Superintendent. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER for 
casualty duties required. Resident post. Recognised by Royal 
College of Surgeons for the Final Fellowship examination. Night 
duty on rota with all other resident staff. Establishment consists 
of Senior Hospital Medical Officer (casualty) and the post now 
being advertised. The Hospital possesses a_ well-equipped 
Medical Library. 

Applications, with names and addresses of 2 referees, to the 
Hospital Secretary, Grimsby General Hospital. 
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and 
lodged 
Glas- 


post of SENIOR HOUSE OFFICER 
Unit of 74 Beds. 
facilities available. 

Applications, with names of 2 referees, to Hospital Secretary. 
GRIMSBY GENERAL HOSPITAL. (226 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT MEDICAL REGISTRAR required. Hospital has 
up-to-date Medical Library. Appointment for 1 year in first 
instance. 

Apply to Secretary, 


(orthopeedic). Orthopeedic 
Up-to-date Medical Library and reading 


Sheffield Regional Hospital Board, Old 


Fulwood-road, Sheffield, by 4th June, 1956, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 


GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) SENIOR HOUSE OFFICER for ophthalmology 
and neurology. Post is vacant on 13th June, resident accommo- 
dation is available, it is tenable for 6 months and renewable. 
Whitley Council terms. Recognised for both the F.R.C.S. and 
D.O. examinations. 

Apply as soon as possible, with copies of 3 testimonials, to the 
Hospital Secretary. 
HALIFAX GENERAL HOSPITAL. 
SURGEON (general surgery) required. 
tion appointment. Post now vacant. 

Applications to the Group Secretary, Royal Halifax Infirmary, 
Halifax. 
HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) Locum SENIOR HOUSE OFFICER 
(urology), 18th June-Ist July. Salary £14 105. per week, less 
£2 17s. 8d. for full board. 

Apply, with names of 3 referees, to Hospital Administrator. 
HASTINGS GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (anesthetics) for 
duties within the Group. Post, now vacant, is recognised for 
Diploma in Anesthetics. Salary £745 p.a. 

Apply to Group Secretary, 11, Holmesdale-gardens, Hastings. 


(425 Beds.) House 
Approved pre-registra- 


HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
Applications are invited from provisionally registered or 
registered medical practitioners for the post of HOUSE 


PHYSICIAN, to commence duties on 12th June, 1956. 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. 
HEXHAM GENERAL HOSPITAL. 
will occur on 7th July, 1956, for 
OFFICERS (pre-registration ). 

Genera] Medicine (2). 

General Surgery (2). 

Orthopedics (1). 

The Hospital is recognised by the Royal College of Surgeons. 
1 of the surgical posts could be rotating with the post in ortho- 
peedics for 3 months each. 

Applications, with names and addresses of 2 referees, to be 
received by the undersigned as early as possible. 

W. STOKELL, Group Secretary, 
Hexham and District Hospital Management Committee. 

General Hospital, Hexham, Northumberland. 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appointment of HOUSE SURGEON—¢general, gynecology and 
obstetrics (first or second post). Recognised under F.R.C.S. 
regulations, pre-registration post. Duties to commence 16th 
June, 1956. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 


Salary 


(309 Beds.) Vacanc 
the following HOU SE 


Pediatrician and Ophthalmic Consultant. Salary £745 p.a., 
less £130 p.a. residential emoluments. Recognised under 
F.R.C.S. regulations. Appointment to commence 25th June, 
1956. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 


invited for 
PHY IAN (Male or 


situated 21 miles from London.) Applic ad CN 
appointment of RESIDENT HOUSE 
Female), second post held. Recognise d post. 
6 months appointment. Preference given to applicants who have 
held resident surgical or medical posts in general hospital. 
Duties to commence 19th June, 1956. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), vacant 
mid-June. Post recognised for pre-registration purposes. 

Apply, with full particulars and names of 2 referees, 
Secretary, County Hospital, Huntingdon. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. 
HERTS HOSPITAL. (167 Beds.) 


to 


west 
Applications are invited for the 


post of SENIOR HOUSE OFFICER (pediatrics) which is 
recognised for the D.C.H. and which becomes vacant on 
16th June, 1956. Applications, stating 2 names for reference, 


should be sent to the Hospital Secretary. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. Locum REGISTRAR (surgery) required from 
23rd June to 9th July, 1956. 

Applications, giving full details and 2 names for reference, 
should be sent to the Hospital Secretary at once. 
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HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSP ITAL. Locum REGISTRAR (general medicine) 
required 25th June—22nd July (inclusive). 

Apply, naming 2 referees, to Hospital Secretary. 

HITCHIN HOSPITALS, Hitchin, Hertfordshire. Resident 
ANASTHETIST (Senior House Officer) required Ist July, 1956. 
The post offers varied experience, and is recognised for the D.A. 
and F.F.A.R.C.S. examinations. 

Applic ations, ‘stating age, nationality, qualifications and 

experience, together with names of 2 referees, to be sent to the 
Medical Administrator, Lister Hospital, Hitchin, as soon as 
possible. 
ILFORD. KING GEORGE HOSPITAL. There will be a 
vacancy for a CASUALTY OFFICER at the above Hospital 
on 15th June, 1956, at a salary of £745 p.a., resident or non- 
resident. Se nior House Officer grade. This post is recognised 
for the F.R.C. 

Applic giving full particulars and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. i 

. F. HARRIS, Group Secretary, Ilford 
and Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 

IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
ments, vacant on 13th June, 1956. The post is recognised for 
pre-registration and for the D.L.O. examination. 

Applications, giving full particulars and copies of recent 
testimonials, to Hospital Secretary. 

IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant on 13th June, 1956. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the Hospital 

Secretary. 


IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea. 


ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the General Consultant Surgeon, vacant 
now. The post is recognised for pre-registration and for the 
F.R.C.S. examinations. 

Applications, with 
Hospital Secretary. 
LANCHESTER, Co. DURHAM. MAIDEN LAW HOS- 
PITAL. Applications are invited for the resident post of JUNIOR 
HOSPITAL MEDICAL OFFICER at the above Hospital. 
Appointment for limited tenure in the first instance with prospect 
of renewal. The Hospital has 84 Beds for the treatment of 
pulmonary tuberculosis by all modern methods. Salary at the 

rate of £775-£50-£1075 p.a., less a charge of £150 p.a. for board 
and lodgings. 

Applications, stating age, qualifications, experience 
copies of recent testimonials, should be forwarded to the Group 
Secretary, North West Durham Hospital Management Com- 
mittee, Shotley Bridge General Bal Consett, Co. Durham. 
LEAMINGTON SPA. WA FORD GENERAL HOS- 
PITAL. (197 Beds.) HOUSE. PHYSICIAN (pre-registration 
post), vacant 7th June, 1956. 

Applications, with 2 recent references, to be sent to Hospital 
Secretary. 

LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
Obstetrics and Gynecology 

(a) Wakefield A and B Groups (with occasional duties in 
Pontefract and Goole Groups). Married accommodation avyail- 
able. Aggregate of 120 obstetric and 50 gynecological beds. 

(>) Halifax General Hospital, with additional duties at 
Halifax Royal Infirmary (100 obstetric and 35 gynecological 
beds). Recognised for the M.R.C.O.G. Resident. 

(c) Leeds A Group. Duties to alternate (6 months periods) 
between St. Mary’s Hospital, Leeds (109 obstetric beds) and 
St. James’s Hospital, Leeds (74 obstetric beds and 52 gyneco- 
logical beds). Resident. Recognised for M.R.C.O.G. 


Orthopedic Surgery 

Pinderfields General Hospital, Wakefield (70 short-stay 
and 160 long-stay orthopedic beds) and at other hospitals in 
the Wakefield A and B Groups. Recognised for F.R.C.S. May 
include some duties in Casualty Department. Resident. 

Applications, stating age, qualifications and details of present 
and previous appointments showing dates, together with the 
names and addresses of 3 referees, to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, by 3lst May, 


copies of recent testimonials, to the 


with 


Registrar 


1956. 
LEICESTER. TOWERS MENTAL HOSPITAL. (1168 
Beds.) Applications are invited for the whole-time post of 


JUNIOR HOSPITAL MEDICAL OFFICER. Salary £775 p.a.— 
£50-£1075. There is ample opportunity for experience in all 
branches of psychiatry including outpatient work and the 
Hospital is recognised for D.P.M. experience. Accommodation 
will be available for a married applicant and an appropriate 
charge will be made. Candidates must have completed their 
service with H.M. Forces. 

Applications, giving age, nationality, and full details with the 

names of 2 referees, to be sent to the Medical Superintendent 
as soon as possible. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds ) Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (surgical), becoming vacant on 23rd June, 1956. 
Salary £745 p.a., less £150 residential emoluments. The appoint- 
ment is tenable for 6 months, and may be extended for a further 
period of 6 months. Experience will be gained in all branches of 
thoracic surgery, including cardiac surgery. The post is recog- 
nised for the Final Fellowship. 

Applications, giving age, qualifications, dates, &c., and copies 
of 2 recent testimonials, to be forwarded as soon as possible to 
the Department of Theracic Surgery at the above Hospital. 


LEICESTER ROYAL INFIRMARY. (507 Beds. Recog- 
nised for the F.F.A.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole RESIDENT REGISTRAR (anesthetics) 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffie ld Regional Hospital Board, Old 

Fulwood-road, sheffield, by 4th June, 1956, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
LEEK (near). ST. EXWARD’S HOSPITAL, Cheddleton, 
near LEEK, STAFFS. JUNIOR HOSPITAL MEDICAL OFFICER. 
Previous experience not essential. This Hospital offers oppor- 
tunities for gaining experienc e in all branches of psychiatry. 
Terms and conditions of service will be as approved for hospital 
medical staff employed in the National Health Service. Salary 
£775-£50-£1075. Single furnished quarters or unfurnished 
house on Hospital estate available. 

Applications as soon as possible to the Medical Superintendent. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Appli- 
cations are invited from pre-registration candidates for an 
appointment as HOUSE SURGEON for 6 months to be followed, 
if satisfactory, by an appointment as House Physician for a 
further 6 months. 

Apply, giving full particulars, to- 

R. W. Howick, Group Secretary. 
LAWN HOSPITAL, Union-road. (Mental 
Hospital for Private Patients—100 Beds.) LINCOLN No, 2 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (full-time). Salary and conditions of 
service in accordance with latest recommendations of W hitley 
Council. A sniall flat is available. 

Apply as early as possible to the Medical Superintendent. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applications are invited 
for 1 post of SENIOR REGISTRAR in each of the following 
specialties : ophthalmology, pediatrics, pathology and radiology 
for the year from Ist October, 1956, to 30th September, 1957. 
Annual reappointment thereafter until completion of the 
normal period of training will be considered without need for 
further application. 

Apply by 9th June, 
tary, The United Liverpool 
Liverpool, 1 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for appointment as SENIOR HOUSE 
OFFICERS in the following specialties for the period Ist October, 
1956-30th September, 1957. 

General Medicine. 

Obstetrics and Gynecology. 

Orthopedics. 

Ophthalmology. 

Otorhinolaryngology. 

Anesthetics. 

Pathology. 

Radiology. 

Application forms giving a list of the various appointments 


LINCOLN. 


1956, on form obtainable from the Secre- 
Hospitals, 80, Rodney-street, 


may be obtained from the Secretary, The United Liverpool 
Hospitals, 80, Rodney-street, Liverpool, 1, and should be 
returned by 13th pd 1956. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a resident post of SENIOR HOUSE 
OFFICER in Otorhinolaryngology at the Liverpool Ear, Nose 
and Threat Infirmary for the period to 30th September, 1956. 

Apply as soon as possible on form obtainable from the Secre- 
tary, 80, Rodney-street, Liverpool, 1 
LOUGHBOROUGH GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgical), 
vacant Ist June. 

Applications, stating age, qualifications and experience with 
copies of recent testimonials, to the Group Secretary, Leicester 
No. 1 Hospital Management Committee, The Leicester Royal 
Infirmary, forthwith. 

LOUGHBOROUGH GENERAL HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON (available for 
pre-registration candidates), vacant Ist June. 

Applications, stating age, qualifications and experience with 

copies of recent testimonials, to the Group Secretary, Leicester 
No. 1 Hospital Management Committee, The Leicester Royal 
Infirmary, forthwith. 
LUTON AND DUNSTABLE HOSPITAL. (250 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANAESTHETIC REGISTRAR (resident) required at above 
Hospital and associated units (134 Beds). Post vacant 31st May, 
1956. The Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to Secre- 
tary, Luton and Hitchin Group Hospital Management Com- 
mittee, St. Mary’s Hospital, Luton, Beds, by 29th May, 1956. 


MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
aces a. invited for the following posts at W hittingham 
ospita 

REGISTRAR in 

SENIOR HOUSE OFFICER. 

Comfortable furnished ptt rs are available with full residential 
emoluments at a charge of £140 p.a. 

Applications, endorsed ‘* Medical Officer ’’ giving details and 
experience, and names and addresses of 3 referees, to be addressed 
to the Chairman, Whittingham Hospital, near Preston, and be 
received as soon as possible. 


MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of REGISTRAR in Chest 
Diseases, the main duties to be with the Bury and Rossendale 
Hospital Management Committee, with duties at Chest Clinics 
and at Aitken Sanatorium and Peel Hall Pulmonary Hospital, 
and other hospitals in the area. 

Apply, stating names of 2 referees, to— 

WILKINSON, Group Secretary. 
Bury General Hospital, Bury, Lancs. 
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MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of REGISTRAR in Pathology. The 
duties will be with the Stockport and Buxton Hospital Manage- 
ment Committee and the successful candidate will work under 
the direction of the Consultant Group Pathologist. 

Applications, stating age, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport, Cheshire. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
from registered medical practitioners, Male or Female, for the post 
of HOUSE PHYSICIAN in the Neonatal Unit of Saint Mary’s 
Hospitals (attached to the University Department of Child 
Health) for a period of 6 months, vacant on Ist August, 1956. 
Previous hospital experience essential and pediatric experience 
desirable. Duties include the care of the newborn in the Maternit 
Department, the care of infants in the infants’ ward, and wor 
in the clinics under the charge of the Department of Child 
Health. Salary in accordance with national scale. 

Applications, stating qualifications and experience, together 
with the names of 3 referees, should be sent to the undersigned 
not later than 4th June, 56. 

R. WIsE, General Superintendent. 

Saint Mary’s Hospitals, AW hitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the Group Department of Clinical Pathology, to commence 
as soon as possible. Whole-time non-resident post, tenable for 
12 months, renewable, primarily intended for the training of 
Pathologists. Applicants must have held house appointments 
and previous laboratory experience is desirable. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 9th June, 1956. 

G. H. TAYLOR, Secretary. 
MANCHESTER. SOUTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (anesthetics) with duties in the 
South Manchester Group. This post is recognised by the Royal 
College of Surgeons for the F.F.A.R.C.S. and for the D.A. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded immediately to 
the Group Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER VICTORIA MEMORIAL JEWISH HOS- 
PITAL. (Non-Sectarian—104 Beds.) Applications are invited 
for the resident post of SENIOR HOUSE OFFICER in Surgery, 
to act as Deputy Resident Surgic al Officer. Vacant Ist June, 
1956. Recognised for F.R.C.S 

Applications, with full de tails and names of 2 referees, by 
4th June, 1956, to Group Secretary, North Manchester Hospital 
Management Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE. (130 Beds.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (surgical). This appointment affords excellent 
experience to suitably qualified candidates. Post recognised 
under F.R.C.S. regulations. 

Applications to Group Secretary, North and Mid-Cheshire 
Hospital Management Committee, The Hospital, Sinderland- 
road, Altrincham, Cheshire. 

MACCLESFIELD. PARKSIDE HOSPITAL MANAGE- 
MENT COMMITTEE. (1650 Beds.) MANCHESTER REGIONAL HOSPITAL 
BOARD. Applications are invited for the posts of :- 

RESIDENT REGISTRAR in Psychiatry. 

JUNIOR HOSPITAL MEDICAL OFFICER (psychiatric ). 
The appointment in the first place will be for a period of 4 years 
but re-application may be made by the successful applicant at 
the end of this period. 

Facilities for attending the course for the D.P.M. at Man- 
chester University will be granted and the Hospital is recognised 
by the Conjoint Beard for the purpose of the D.P.M. Accommo- 
dation for both above posts available for married or single 
persons. The Hospital may be visited by appointment. 

Applications, with the names of 2 referees, to be sent to the 
Medical Superintendent, Parkside Hospital, Macclesfield, 
Cheshire, to reach him by 4th June, 1956. 


MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Devartment of the 
above Hospital. Post vacant now. There are 55 E.N.T. 
beds and 6 specialist operating sessions each week. Valuable 
experience is available, and the post is recognised for the purpose 
of the F.R.C.S. and the D.L.O. Salary will be £745 a year, less 
£150 a year for residential emoluments. 

Applications immediately to the Administrative Officer, ae 
County Ophthalmic and Aural Hospital, Maidstone, Kent 


MAIDENHEAD HOSPITAL, St. Luke’s-road, 
HEAD. RESIDENT SURGICAL REGISTRAR required at 
above Hospital which may be visited by direct appointment. 

Application forms from, and returnable to, Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 
by &th June. 


MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RESIDENT 
AN-STHETIST for joint duties at the West Kent General 
Hospital, and the Ke ah County Ophthalmic and Aural Hospital, 
Maidstone (total beds 254). The post, which is of Senior House 
Officer grade, will be vacant June, 1956, and carries a salary of 
£745 a year, less £150 for residential emoluments. Excellent 
experience under Consultant Anesthetists is available, and the 
post is recognised for the F.F.A.R.C.S. examination. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 suitable referees, 
should be forwarded to the Administrative Officer, West Kent 
General Hospital, Maidstone. 
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MIDDLESBROUGH GENERAL HOSPITAL, Ayresome 
Green-lane, MIDDLESBROUGH. TEES-SIDE HOSPITAL MANAGE- 
MENT COMMITTER. Applications are invited for the appointment 
of SENIOR HOU SE OFFICER (pediatrics) at the above 
Hospital. The Pediatric Unit is a very active one of 60 Beds 
and Cots for acute cases and a busy Outpatient Department. 
The post is recognised for the D.C.H. examination. 

Applications, stating age, qualifications, and giving 2 names 
for reference, should be forwarded to the Hospital Secretary. 
MITCHAM. WILSON HOSPITAL, Cranmer-road, 
MITCHAM, SURREY. SENIOR HOUSE OFFICER (surgical). 
Duties mainly in Casualty Department. Post non-resident. 

Applications, giving names of 2 referees, to Group Secretary, 
St. Helier Hospital, Carshalton, Surrey. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Locum ANAESTHETIC REGISTRAR (resident > 
required from 23rd to 30th June, 1956. 

Apply to Resident Medical Officer. 


NEWCASTLE UPON TYNE, 6. WALKER GATE HOS- 
PITAL, Benfield-road. (CHEST UNIT.) NEWCASTLE UPON TYNE 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of SENIOR HOUSE OFFICER at the above Hospital. 
A 5-roomed house is available in the Hospital grounds for 
married applicants. The Officer will be required to carry out 
duties assigned to him under the supervision of the Senior 
Chest Physician. Facilities are available for attending the 
D.P.H. Course at the University of Durham. National Health 
Service terms and conditions apply. 

Applications, with the names and addresses of 2 referees, 
should be sent to the Hospital Secretary, — +r Gate Hospital, 
Neweastle upon Tyne, 6. 

NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE AND HEXHAM AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. DEPARTMENTS OF OBSTETRICS AND GYN-ARCOLOGY. 
augue aeane are invited for the following posts, vacant on 7th 
uly, 1956 : 
(1) Newcastle General Hospital (838 Beds) 

(a) Department of Obstetrics (70 Beds): HOUSE SUR- 
GEON (resident) pre-registration. 

(b) Department of Gynecology (30 Beds): HOUSE 
SURGEON (resident) pre-registration. 

This department is recognised for the M.R.C.0.G., and 
D.Obst.R.C.0.G., and undertakes the training of medical 
students in the University of Durham. Preference will be given 
to provisionally registered candidates who have carried out their 
first house appointment. Consideration may be given to the 
possibility of alternating these posts. 

(2) Hexham General Hospital (314 Beds) 

Gynecology : HOUSE SURGEON (resident), pre-registration. 
Recognised for M.R.C.O.G,. Applications considered from 
final year students in anticipation of graduation. 

(3) Dilston Hall Maternity Hospital, Corbridge (50 Beds) 

Obstetrics : HOUSE SURGEON (resident), pre-registration. 
Recognised for D.Obst.R.C.0.G. 

Applications, together with 1 copy of 2 recent testimonials, 
should be sent to the Secretary, Newcastle General Hospital, 
Westgate-road, Newcastle upon Tyne, 4, by 9th June, 1956. 
NEWCASTLE GENERAL HOSPITAL. (838 Beds). 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEF. 
The following posts become vacant on 7th July, 1956 (resident). 
Undergraduate teaching is conducted in most departments of 
the Hospital. 

* HOUSE PHYSICIANS (4), General Medical Wards. 
(2 of these posts rotate with the House Physician post ip 
the Cardiovascular Department.) 

* HOUSE PHYSICIAN (1), Cardiovascular Department. 

(This post rotates with the 2 House Physician posts in 
general medicine. ) 

HOUSE PHYSICIANS (4), Pediatrics. Hospital for 
Sick Children, Newcastle upon Tyne (2), and Children’s Depart- 
ment, Newcastle General Hospital (2). 

3 of the posts are for pre-registration candidates (M. and 8.). 
The posts offer experience in the whole of the pediatric work 
of the hospitals, including general medicine and surgery and the 
spec ial departments. There is a close association with the 
U nive rsity Department of Child Health. 

* HOUSE PHYSICIAN (1), Geriatric Unit. 

*HOU SE SURGEONS (2), General Surgery. (Recognised for 
the F.R.C.S. Diploma. ) 

* HOUSE SURGEON (1), Accident and Admission Depart- 
ment. (Recognised for F.R.C.S. Diploma.) 

* These posts are recognised for the purpose of Pre-registra- 
tion Service and applications will be accepted from students 
on the point of taking their qualifying examinations. 

Applications, together with 1 copy of 2 recent testimonials, 
should be sent to the Secretary, Newcastle General Hospital, 
Westgate-road, Newcastle upon Tyne, 4, by 9th June, 1956. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. DEPARTMENT OF 
BACTERIOLOGY. Applications are invited for the non-resident 
appointment of REGISTRAR, The successful applicant will 
assist in the general work of the laboratory, including blood- 
transfusion serology and in the research programme. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 3 referees, should 
be sent to the undersigned within 2 weeks of the appearance 
of this advertisement. 

. W. SANDERSON, House Governor and Secretary. 

Royal V ictoria Infirmary, Newcastle upon Tyne. 


NEWCASTLE REGIONAL HOSPITAL BOARD Re gi- 
ONAL BLOOD TRANSFUSION SERVICE. MEDICAL OFFIC ER 
(Junior Hospital Medical Officer grade), whole-time, for a period 
not exceeding 4 years. Experience in serology preferably, but 
not essential. Duties in the laboratory and in blood collection. 
Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Walker Gate Hospital, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. OXFORD. UNITED OXFORD HOSPITALS. The Rad- 
St. Luke’s Hospital, Middlesbrough CLIFFE INFIRMARY. Applications are invited for the post of 


REGISTRAR PSYCHIATRIST (whole-time) resident. 

or married, furnished or unfurnished, accommodation available. 
Cherry Knowle Hospital, Ryhope 

REGISTRAR PSYCHIATRIST (whole-time), resident. 
could accommodate married couple. 

Arrangements can be made for appointees to take necessary 
courses of study for the University of Durham Diploma in 
Psychological Medicine. 

Applications, with names and addresses of 
Regional Psychiatrist, Walker Gate Hospital, 
Newcastle upon Tyne, 6, within 14 days. 
NEWMARKET GENERAL HOSPITAL, Suffolk. Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
9th June, 1956. Duties include surgical House charge of general 
surgical E.N.T. and eye cases. Post resident and available for 
6 months, recognised for pre-registration. 

Applications, with copies of 3 testimonials, to the Medical 
Superintendent. 

NEWPORT, I1.W. ST. MARY’S HOSPITAL. Isle of Wight 

GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 

OFFICER (salary £745) or HOUSE OFFICER for Pre-registration 

Service (salary £425-£525 according to experience) required as 

— Surgeon. Post recognised for F.R.C.S. Vacant end of 
une 

Applications, with names of 2 referees, to Hospital Secretary, 
not later than 4th June, 1956. 

NEWTON ABBOT HOSPITAL. (General Section—65 
Beds.) RESIDENT SENIOR HOUSE SURGEON (Male or 
Female) required early June, 1956. Married quarters available. 

Applications (quoting ref. F.364/35), stating qualifications, 
nationality, age, with copy testimonials, to be sent to the Group 
Secretary, Torquay District Hospital Management Committee, 
Torbay Hospital, Torquay, S. Devon. 


Single 


Flat 


3 referees, to 
Benfield-road, 


NORWICH. UNITED NORWICH HOSPITALS. Norfolk | 


AND NORWICH HOSPITAL, NORWICH. 
the appointment of SENIOR HOUSE OFFICER AN2S- 
THETIST. Salary £745 fd. If ne deduction of £150 p.a. 
Recognised for D.A. and F.F.A.R.C.S. Membership of a Medical 
Defence Society is a condition of appointment. 

Applications, stating age, qualifications and experience with 
2 names for reference, to Secretary (Group 6), Hospital Manage- 
ment Committee, St. Stephen’s-road, Norwich. 


NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of RESIDENT AN-ESTHETIST 
(Senior House Officer), vacant Ist June, 1956. The post is 
recognised for the D.A. and the F.F.A.R.C.S. and offers wide 
experience ; this is a busy general hospital with Departments 
in General, Orthopredic, Gynecological, Thoracic, and Plastic 
Surgery. 

Applications, stating age, nationality and qualifications, 
together with copies of not more than 3 testimonials, to be sent 


Applications are invited for 


to the Hospital Secretary, City Hospital, Hucknall-road, 

NOTTINGHAM GENERAL HOSPITAL. Resident 
pre-registration and registered HOUSE SURGEONS (2) 


required immediately and 1 end of June. 

Applications, stating age qualifications 
together with copies of testimonials, 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE PHYSICIANS required. Duties to com- 
mence about end of June. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Senior 
SURGICAL HOUSE OFFICER required at the above Hospital. 
Good opportunity for obtaining operating experience in general 


and experience, 
to be sent to the Group 


surgery. Recognised for the F.R.C.S. Duties to commence as 
soon as possible. 
Applications, stating age, qualifications, and experience, 


together with copies of testimonials, to be sent to the Group 
Secretary, cence Hospital, Nottingham. 


NOTTINGHAM. HIGHBURY HOSPITAL. Senior 
MEDICAL HOU SE OFFICER required at the above Hospital, 
Resident. Duties to commence on or about 17th July, 1956, 
The successful candidate will, in addition to medical duties, 
have an opportunity of assisting in the Obstetric Unit. This post 
will be accepted as a general medical appointment entry to the 
M.R.C.O.G. examination. 

Apply in writing, stating age, 
together with copies of testimonials, 
General Hospital, Nottingham. 


NOTTINGHAM. HIGHBURY + HOSPITAL. Applications 
are invited from fully registered medical practitioners for the 
post of SENIOR HOUSE OFFICER in the Obstetrical and 
Gynecological Department (41 obstetric beds, 11 gynecological 
beds and a small block for puerperal pyrexia). The appointment 
is for a period of 12 months to commence Ist July. The Hos- 
pita] is recognised for the M.R.C.O.G. (obstetrics only). Previous 
obstetric experience required. 

Applications, stating age, qualific ations, and experience also 
nationality, together with copies of recent testimonials, to be 
sent to Group Secretary, General Hospital, Nottingham. 


NOTTINGHAM HEATHFIELD HOSPITAL (Infectious 
Diseases), Hucknall-road, NOTTINGHAM. Resident Locum 
MEDICAL OFFICER (Male or Female) required for holiday 
period of 8 weeks (July and August). Junior Hospital Medical 
Officer rate £17 10s. per week, less residential emoluments. 
Previous fever experience not essential. 

Applications, with copies of 2 recent testimonials, as soon as 
possible to Physician-Superintendent. 


qualifications and experience, 
to the Group Secretary, 


ASSISTANT the Accident 
Service from Ist July, 1956. The duties of this post will be 
divided equally between the clinical duties of the Registrar 
appointment and research work in the department, under the 
supervision of the Director of the Accident Service. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
Ist June. 1956. 

OXFORD. WARNEFORD AND PARK HOSPITALS 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
wanted. Warneford Hospital (150 Beds) is an acute Psychiatric 
Unit, specially related to research and postgraduate teaching. 
The adjacent Park Hospital is a Neurosis Centre (34 Beds) with 
daily outpatient clinics. Previous psychiatric experience not 
essential. This post is specially suitable for training for D.P. 

for which full facilities are available, including neurology and 
child psychiatry. The post is resident with accommodation for 
a single man or woman. P 

Further particulars may be obtained from the Physician- 
Superintendent, Warneford Hospital, Oxford, to whom 
application should be sent, with the names of 2 referees, by 9th 

une. 
PAISLEY. RICCARTSBAR HOSPITAL. Junior Hos- 
PITAL MEDICAL OFFICER required. The Hospital is of 
approximately 350 Beds and has a very active Inpatient and 
Outpatient Department inc luding Child Guidance. It is recog- 
nised for the D.P.M., London University, London Conjoint and 
R.M.P.A. Facilities are available for attending classes at 
Glasgow University. The post may be resident or non-resident. 

Applications should be addressed to the Physician-Super- 
intendent at an early date. ag 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in Surgery, vacant Senentnetey. 
Recognised for the F.R.C.S. Greerbank Road Section. 

SENIOR HOUSE OFFICER in Casualty, vacant Ist July, 
1956. Recognised for the F.R.C. The Central Casualty 
Department, South Devon and East Hospital, Freedom 
Fields, Plymouth. 

HOUSE SURGEONS (pre-registration posts), vacancies 12th 
June and Ist July, 1956. Recognised for the F.R.C.S. Green- 
bank Road Section. 

HOUSE SURGEONS (pre-registration posts), 2 vacancies 
Ist July, 1956. Recognised for the F.R.C.S. Freedom Fields 
Section. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. CasH, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. 
PONTEFRACT AND CASTLEFORD HO: TAL MAN- 
AGEMENT COMMITTEE. HOUSE PHYSICIAN (Senior House 
Officer grade) required to fill a resident post at Headlands 
Beapital, Pontefract. This is a modern Geriatric Unit of 215 

eds. 

Applications as soon as possible to D. G. Davies, Secretary. 

Great Northern House, Salter-row, Pontefract. 
PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (316 Beds and large Outpatient Department. 
Committte’s Base Hospital serving of 000. 
Recognise d for M.R.C.O.G., D.Obst.R.C.0.G., 
F.F.A.R. . D.A.) RESIDENT SENIOR Hou Se OFF ic ER 
ti al) to ‘commence 24th July, 1956. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment Committee, Courthouse-street, Pontypridd. 
PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (316 Beds and large Outpatient Department. 
Committee’s Base Hospital population 000. 
for M.R.C.0O.G., D.Obst. R.C.0.G., F.R.C D.C.H., 
F.F.A.BRA D.A.). RESIDENT "SENIOR HOUSE OFF ICER 
(obstetric gynecology ). 

Applications, stating | age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment Committee, Courthouse-street, Pontypridd, as soon as 
possible. 
POOLE 


REGISTRAR/RESEARCH 


GENERAL AND ALDERNEY HOSPITALS, 
DORSET. BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE PHYSICIAN (pre-registration 
intern) required for duties at the above hospitals. Resident 
at Alderney Hospital. The post becomes vacant on 14th June 
1956. 
Applications to the Hospital Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Queen Alexandra Hospital (87 surgical beds) 
HOUSE SURGEON (pre-registration), vacant now. 
Royal Portsmouth Hospital (65 medical beds) 
HOUSE PHYSICIAN (pre-registration post), vacant Ist July, 
1956 
Saint Mary’ s Hospital (130 surgical beds) 
HOUSE SURGEON sites registration), vacant now. 
Saint Mary’s Hos 
SENIOR HOUSE OFFIC ER (gynecology) required. The 
department consists of 50 Beds and offers excellent facilities for 
training. Recognised for the M.R.C.O.G. Vacant 16th June, 1956. 
Royal on Hospital (Orthopedic Department 
—104 Beds) 
HOUSE OFFICER (pre-registration), vacant now. 
Applications, stating age, experience, and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to E. H. 
35, Grove-road South, Southsea. 
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PORTSMOUTH. ST. MARY’S HOSPITAL. Appli- 
eations are invited for the appointment of SENIOR HOUSE 
PHYSICIAN at above Hospital: The duties will be mainly in 
medical wards that form an admission unit for 430 geriatric 
beds in the Group. A Consultant Physician being in charge of 
this unit. In addition the successful candidate will have duties 
in respect of 20 acute medical beds in the Hospital. 

Applications, giving age, nationality, qualifications and 

experience, together with the names and addresses of 2 referees, 
should be sent to the Group Secretary, Portsmouth Group 
Hospital Management Committee, 35, Grove-road South, 
Southsea, 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNAECOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the resident appointment of GYNASCOLOGICAL HOUSE 
SURGEON at the Royal Berkshire Hospital, vacant Ist June 
and tenable for 6 months. Post recognised for M.R.C.O.G. 

Vrite, stating age and qualifications with dates, nationality, 
and present appointment, with a copy of 1 recent testimonial, 
to Secretary. 

RICHMOND, SURREY. ROYAL HOSPITAL. Pre- 
registration HOUSE SURGEON required. Post vacant now. 

Apply immediately to Administrative Officer. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE PHYSICIAN posts available at 
a Hill Hospital, mid-July. Pre-registration candidates 
eligible. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Department 
of Ophthalmology from 22nd May, 1956. 

Applications should be addressed immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
SALFORD, 6, LANCASHIRE. HOPE HOSPITAL. Salford 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT MEDICAL SENIOR HOUSE 
OFFICER at the above Hospital, which becomes vacant on 
2nd June, 1956, for a period of 12 months. 

Applications, together with the names and addresses of 2 

referees, should be forwarded to the Hospital Secretary imme- 
diately. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
hy E.N.T. Department. Post is recognised for D.L.O. and 

Applications, naming 2 referees, to Group Secretary, Salisbury 
Group Hospital Management Committee, Odstock Hospital, 
Salisbury, Wilts. 

SALISBURY GENERAL HOSPITAL. Pediatric House 
OFFICER, Odstock Hospital. 55 medical and surgical beds. 
Recognised for D.C.H. Vacant 25th July. 

Applications, with names and addresses of 2 
Group Secretary, Salisbury Group Hospital 
Committee, Odstock Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. 
invited for the post of RESIDENT 


referees, to 
Management 


Applications ar 
or NON- RESIDENT 


CASUALTY OFFICER (Senior House Officer) for a period of 
12 months. Post is recognised for F.R.C.S. and is vacant 9th 
July, 1956. 

Applications, naming 2 referees, to Group Secretary, Salisbury 
Group Hospital Management Committee, Odstock Hospital, 
Salisbury. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 


PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment in the Medway and 


Gravesend Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 9th June, 1956. 
SOUTHAMPTON GROUP HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for 2 posts of SENIOR 
HOUSE OFFICER (anesthetics) for the Anesthetic Depart- 
ment of the Southampton Group of hospitals. Special facilities 
for working for F.F.A.R.C.S. and D.A. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE PHYSICIAN required mid-June. Pre- 
registration candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON GENERAL HOSPITAL. (471 Beds. 
Recognised for F.R.C.S.) RESIDENT HOUSE SURGEONS 
required beginning of June. Pre-registration candidates eligible. 
Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL (278 Beds. Recognised for F.R.C.S.) RESIDENT 
HOUSE SURGEONS required beginning of June. Pre- 
registration candidates eligible. 

Applications, with copies of recent testimonials should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
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SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. SOUTHAMPTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEF. A pplications are invited for the post of Locum SENIOR 
SURGIC AL. REGISTRAR at the above Hospital for a period 
of 6 weeks from beginning of June. 

Applications, giving details of experience and enclosing 
names of 2 referees, should be addressed to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Diagnostic Radiology—main duties in Aberdeen 
General Hospitals. Candidates should have experience in their 
specialty and preferably hold an appropriate higher qualification. 

Applications, giving 2 names for reference, should be sub- 
mitted by 4th June, 1956, to the Secretary, 1, Albyn-place, 
Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. ASHLUDIE HOSPITAL, MONIFIETH, DUNDEE. Thoracic 
Surgery. Applications are invited for the appointment of 
REGISTRAR in the Regional Thoracic Surgical Centre (66 
Beds) at Ashludie Hospital, Monifieth, near Dundee (total bed 
complement 222 Beds). Salary and conditions of service in 
accordance with national agreement. 

Further particulars and forms of application from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than 9th June, 1956. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
a SENIOR REGISTRAR in Diseases of the Chest for duties 
with the Edinburgh Royal Victoria and Asgociated Hospitals 
and/or the Edinburgh Northern Group of hospitals. The post 
will be associated with the Department of Tuberculosis and 
Diseases of the Respiratory System, Edinburgh University, and 
candidates will be ——- to assist with teaching and research. 
ee are available for training in all branches of chest 
discase. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, should 


be sent to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, by 
16th June, 1956. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD. Applications are invited for the post of REGIS- 
TRAR in Surgery at Roodlands General Hospital, Haddington. 
Modern and expanding hospital with new Surgical Unit and 
good Outpatient Department. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South-Eastern Regional 


Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
16th June, 1956. 

SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) Vacancy for RESIDENT HOUSE SURGEON early 


June (Senior House Officer grade). 

Applications, naming 2 referees, to Group Secretary, Scun- 
thorpe Hospital Management Committee. : 
SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for D.Path.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time NON-RESIDENT REGISTRAR (pathology), 
required with duties at other hospitals in the Sheffield area. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 4th Jane, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. ; 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of REGISTRAR in Thoracic 
Surgery at the Royal Infirmary. 

Applications, with the names of 3 referees, should be sent 

immediately to the Chief Administrative Officer, The United 
Sheftield Hospitals, West-street, Sheffield, 1. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
CROSS HOUSES HOSPITAL. OBSTETRIC UNIT. OBSTETRIC 
HOUSE SURGEON. Duties to rotate between the 2 hospitals. 
Pre-registration post. Vacant 2nd July, 1956. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
12th July, 1956. Pre-registration candidates eligible. Recog- 
nised for the F.R.C.S. 
Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury, 


SHREWSBURY. ROYAL SALOP INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) Senior House Officer to work as 
CLINICAL PATHOLOGIST to Group Laboratory. Appoint- 
ment tenable for 1 year, resident or non-resident, vacant 31st 
July, 1956. A Unit of the Public Health Laboratory Service is 
housed in the same building, and there are facilities for training 
in all the 4 main branches of pathology. 

Applications to Group Secretary, Shrewsbury Hospital Group, 
Royal Salop Infirmary, eet te naming 3 referees. 
STOKE-ON-TRENT. RTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOU SE. PHYsic IAN (general medicine 
and peediatrics). Pre-registration post. 

Detailed applications, with copy 
Secretary, Hospital Management Committee, 
Stoke-on-Trent, by 28th May. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (E.N.T.) 
required, vacant end May. Recognised F.R.C.S. and D.L. ao 

Detailed applications, with copy testimonials, to Gro 
Secretary, Hospital Management Committee, Princes- — 
Stoke-on-Trent. 


testimonials, to Grou 
Princes-ro 
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STOKE-ON-TRENT. ORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (orthopedics) required. 
ae re ised pre-registration post. Hospital recognised for 

Applications, with copy testimonials, to Group Secretary, 
Hospital Management Committee, Princes- road, Stoke-on-Trent. 
SIDCUP AND SWANLEY HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (casualty and 
orthopedic) required from mid-June, 1956. The successful 
applicant will serve 3 months as Casualty Officer and 3 months in 
the Orthopedic Department. The post is recognised under the 
Fellowship regulations as a period of 6 months casualty training. 

Applications, stating age, qualifications, and experience, 
together with names and addresses of 2 referees, should be sent 
to Secretary, Queen Mary’s Hospital, Side up Kent. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required, pre-registration post, vacant 13th June. 

Applications, with names of 2 referees, to Secretary, before 

30th May. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
HOUSE OFFICER (casualty) required, 1 of 2, for busy Casualty 
Department. Experience provided in ort hopediec and plastic cases. 

Applications, with names of 2 referees, to Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
SENIOR HOUSE OFFICER (obstetrics and gynecology) 
required from 16th June to 13th July. 

Applications, with names of 2 referees, to Secretary. 
SOUTHEND GENERAL HOSPITAL. Applications are 
invited from registered or provisionally registered practitioners 
for 2 RESIDENT HOUSE SURGEON appointments. Both 
posts vacant on 28th June, 1956. Salary according to previous 
appointments held, less prescribed charge for residential 
emoluments. 

Applications, stating age, qualifications, and previous experi- 
ence, with copies of recent testimonials (1 testimonial sufficient 
from applicants for first appointment) to reach the undersigned 
by 6th June, 1956. C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT GYNACOLOGICAL 
HOUSE SURGEON, Yo 30th June, 1956. The post is 
recognised for M.R.C.O. 

Applications, stating a qualifications, and previous experi- 
ence, with copies of recent testimonials, should reach the under- 
signed by 6th June. J. C. FIELD, Secretary. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE 
MENT COMMITTEE. ECCLESTON HALL HOSPITAL. (75 Be 
Applications are invited for the post of SENIOR HOI 
OFFICER at the above Hospital. The person appointed will 
work under the supervision of the Consultant Chest Physician 
for the Group. There are 75 Beds and the work comprises all 
types of tuberculosis. Good residential accommodation for a 
single person, Male or Female, is available. 

Applications to be forwarded to N. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE Applications are invited for the post of 
CASUALTY OFFICER in the Senior House Officer grade, at 
St. Helens Hospital (196 Beds). The post is approved for the 
6 months training in casualty work required of candidates for 
the Fellowship examination of the Royal College of Surgeons. 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded immediately 
to N. RicHaRDSs, Group Secretary. 

Whiston Hospital, Prescot. 

SUNDERLAND AREA HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANAESTHETIST is required for duties 
at hospitals in the above Group. Senior House Officer grade. Post 
vacant September. The post offers good practical experienceunder 
the supervision of the Visiting Anesthetists. The hospitals are 
recognised for the F.F.A.R.C.S. and the D.A. In addition every 
opportunity is given to attend lectures at the neighbouring 
University 12 miles away. 

Apply to the Group Secretary, Sunderland Area Hospital 

Management Committee, General Hospital, Sunderland, naming 
2 referees. 
SWANSEA HOSPITAL, Swansea. (403 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the locum appointment of CASUALTY OFFICER (Junior 
Hospital Medical Officer grade) at the above Hospital. 

Applications, giving full particulars, should be sent to the 

Hospital Secretary. 
SWANSEA. MOUNT PLEASANT HOSPITAL. 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. 
stered medical practitioners are invited to apply for the resident 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Medical and Surgical Departments, and in the 
chronic sick wards of the above Hospital. 

Applications, stating age, experience, and qualifications, with 
copies of 2 recent testimonials, should be addressed to the 
Hospital Secretary. 


WATFORD. SHRODELLS HOSPITAL. s.) 
Applications are invited for the post of HOUSE P IYSIC TAN 
(pre- or post-registration ) to take up duty at the end of June. 

Applications, with copies of 2 testimonials, should reach the 
Medical Officer-in-Charge as soon as possible. 


WATFORD. SHRODELLS HOSPITAL. (320 Beds.) 
Applications are invited for the post of GYNACOLOGICAL 
HOUSE OFFICER (pre- or post-registration) to take up duty 
at the end of June. If held by a registered medical practitioner 
the post will be paid on Junior Hospital Medical Officer scale. 

Applications, with copies of 2 testimonials, should reach the 
Medical Officer-in-charge as soon as possible. 
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TORQUAY. TORBAY HOSPITAL. (166 general beds). 
RESIDENT HOUSE OFFICER (surgical), Male or Female, 
required middle June. Post recognised for F.R.C.S. and pre- 
registration purposes. There is a complement of 5 Resident 
House Officers 

Applications, stating qualifications, nationality, and age, 
together with copy testimonials (quoting reference F.955/70), 
to the Group Secretary, Torquay District Hospital Manage- 
ment Committee, Torbay Hospital, Torquay, 8. Devon. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited from persons experienced in anesthetics for the 


post of RESIDENT ANASSTHETIST (Male or Female). 
Graded as Senior House Officer. The Hospital is recognised for 
the D.A. examination. Salary is £745 p.a., less a deduction of 


£130 p.a. for residential emoluments. 

Applications, stating qualifications and experience, should be 
sent to— H. L. Boor, Group Secreta 

Ww arrington and District Hospital Manage ment Committee. 

c/o General Hospital, Warrington, aa 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of RESIDENT CASUALTY OFFICER 
(Male or Female), now vacant. The post is graded Junior 
Hospital Medical Officer. Scale of salary £775—£50—-£1075, less 
a deduction of £130 for residential emoluments. Applications 
will also be considered from Junior Medical Officers who would 
be graded House Officer or Senior House Officer at the scale 
appropriate to the experience of the applicant. Consideration 
will also be given to applicants who desire the appointment on 
a short-term basis. A whole-time Senior Hospital Medical Officer 
is in charge of the Department. 

Applications, stating age, experience and qualifications should 
be forwarded or telephoned to — 

H. L. Boot, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lancs. 
(Tel. No. Warrington 1666.) 

WESTCLIFF HOSPITAL, Balmoral-road, Westcliff-on- 
SEA, ESSEX. Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Senior House Officer grade). Post 
vacant 14th June, 1956. The Hospital deals with communicable 
diseases and general medicine. The appointment covers a wide 


. field of medicine and offers excellent training for general practice. 


Applications should be sent to the Secretary, General Hospital, 
Prittlewell-chase, Southend-on-Sea, Essex, not later than 6th 


June, 1956. 
WILLERBY, EAST YORKSHIRE (near Well). mR... LA 
POLE HOSPITAL. (1174 Beds—mental illness and n us dis- 


orders.) JUNIOR HOSPITAL MEDICAL OFFIC ER. r Hospital 
has admission-rate of over 850 annually. Modern reception 
hospital, villas and neurosis unit. All modern metho of 
treatment practised. The successful candidate will be engaged 
on work in the admission wards to a considerable extent. 
Accepted for D.P.M. training. Residential. 

Application forms from Group Secretary, Hull B Hospital 

Management Committee, at the above address. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
SURGEON in General and Orthopedic Surgery required, 
Male or Female, for post vacant 3rd July. Recognised for 
F.R.C.S. Preference given to persons seeking pre-registration 
post. 

Applieations, stating age, qualifications with dates, 
nationality, with copies of recent testimonials, to Secretary. 
WOLVERHAMPTON GROUP. 

The Royal Hospital, Wolverhampton 
Hospital of the University 
School) 

2 HOUSE OFFICERS (general medicine), vacant mid-July. 

1 HOUSE OFFICER (peediatric ), vacant 16th July. Appoint- 
ment recognised for D.C.H. 

1 Locum HOUSE OFFICER (pediatric), 23rd June—7th July. 

3 HOUSE OFFICERS (general surgery), ‘vacant mid-J uly. 

1 HOUSE OFFICER (Locum general surgery). From Ist 
June for approximately 6 weeks. 

Pre-registration posts. 

Apply Secretary, with copies of testimonials. 

The Royal Hospital (Women’s), Park-road West, 
Wolverhampton 

HOUSE OFFICER (gynecological and obstetric), vacant 
27th June. The position is recognised as a combined post for the 

.R.C.O.G. and is listed as a pre-registration post by the 
University of Birmingham. 

Apply Secretary, with copies of testimonials. 
WOLVERHAMPTON GROUP. Royal Hospital. Junior 
PATHOLOGIST required. Salary in Junior Hospital Medical 
Officer grade. Comprehensive service offering wide experience 
and training. Resident post vacant shortly. Candidates may 
visit Pathologist. 

Applications by 4th June to Group Secretary, The Royal 
Hospital, Wolverhampton. 

WORKSOP. KILTON HOSPITAL. (190 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required, with duties also 
at Victoria Hospital, Worksop (127 Beds). Appointment for 


1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 4th June, 1956, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
WORTHING HOSPITAL, Lyndhurst-road, Worthin 
(Acute General—210 Beds.) The vacancy of HOUSE SURGEON 
will occur at the end of June, 1956. 

Applications from either registered medical practitioners, or 
pre-registration candidates, stating age, qualifications, experi- 
ence, nationality and enclosing copies of 2 recent testimonials, 
to be forwarded to the Hospital Secretary as soon as possible 

A. V. OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee. 
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WORTHING HOSPITAL, Lyndhurst-road, Worthin 
(Acute General—210 Beds.) The vacancy of HOUSE PHYSI- 
CIAN will occur at the end of June, 1956. 

Applications from either registered medical practitioners, or 
pre-registration candidates, stating age, qualifications, experi- 
ence, nationality and enclosing copies of 2 recent testimonials, to 
be forwarded to the Hospital Secretary as soon as possible. 

OAKTON, Group Secretary, 

Worthing Group Hospital Management Committee. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of HOUSE SUR- 
GEON at the above Hospital, to commence duties on 28th June, 
1956. The appointment is recognised for the Diploma of 
F.R.C.S. (Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of MEDICAL OFFICER 
which will be vacant on Ist August, 1956, in the above Hospital. 
The appointment is for 6 months but is renewable for a further 
6 months. Salary £575 p.a., less £125 for residential emoluments. 

Applications to be submitted not later than 15th June, 1956, 

to the President, Public Health Committee, General Hospital, 
Jersey, C.1. 
IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. The Board of Management invites applications for the 
appointments of HOUSE OFFICERS (6 vacancies) which will 
become vacant on or shortly after Ist August, 1956. Candidates 
must be fully registered medical practitioners and must be 
yrepared to serve in any of the following Departments : 
Medicine, Surgery, Obstetrics, Anwsthetics, or Peediatrics : but 
individual preference will be observed as far as possible. The 
duration of the appointments will be for 1 year; 6 months to be 
spent in each of 2 departments. 


Salary : £1068 p.a., plus inducement addition of £270 p.a. 
for Expatriate Officers. 
Gratuity : On satisfactory completion of agreement, a 


gratuity of £37 10s. will be paid for each completed period of 3 
months service. 

Outfit allowance : £60 payable on first appointment unless 
the candidate has previously received such an allowance. 

Quarters : Partly furnished quarters are provided at a rental 
of 84° of salary excluding inducement addition. Candidates 
may be required to share quarters, in which event half rent 
would be payable. 

Leave : Leave will be granted on full salary at the rate of 
5 days (or 7 days in the case of Expatriate Officers) for each 
month is service in Nigeria on satisfactory completion of 
contrac 

Passages : Free first-class passages to and from Nigeria are 
provided for Expatriate Officers and their wives. Free first-class 
passages to Nigeria will, under certain circumstances, be pro- 
vided for non-expatriate officers and their wives. 

Superannuation : Arrangements have been made to enable 
Expatriate Officers to continue their National Health Service 
superannuation scheme contributions, and details of the relevant 
salary and gratuity payable will accompany application forms. 

Applications should be submitted not later than Ist June, 
1956, on the appropriate forms, which can be obtained with 
further pari.culars, on receipt of an addressed foolscap envelope 
from the Adviser on Staff Recruitment, London Office, University 
College Hospital, Ibadan, 57, Catherine-place, London, 8.W.1. 


Public Appointments 


ROYAL AUSTRALIAN AIR FORCE. For appointment 
of Medical Officers see page 46. 

FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to ¢ of Factories, 19, St. James’s- 
square, London, 8. 


Latest date for receipt 


District County of applications 
NEWCASTLE UNDER LYME .. STAFFORD .. 91TH JUNE, 1956 
ABERDARE . .. GLAMORGAN .. 9TH JUNE, 1956 


DUBLIN. CORPORATION OF DUBLIN. Vacancy for 
Temporary REGISTRAR in connection with Chest Surgery at 
St. Mary’s Chest Hospital. Applications are invited from 
medical practitioners for the above post. Salary : £800 p.a. 
plus temporary bonus of £62 10s., subject to a deduction of £159 
p.a. in respect of emoluments provided in kind. 

Application forms and full particulars may be obtained from 
the Establishment Department, City Hall, Dublin. Latest date 
for receipt of applications Ist June, 1956. 

Joun P. KBANE, City Manager and Town Clerk. 

City Hall, Dublin, 10th May, 1956. 

GLOUCESTERSHIRE COUNTY COUNCIL. Applications 
are invited for the appointment of ASSISTANT COUNTY 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL 
OFFICER (Male). Salary in accordance with the Whitley Council 
for the Health Services, Medical Council, £975 p.a. rising by £50 
to £1375 p.a. (subject to any future award being accepted by 
the County Council). Commencing salary will be determined 
on previous experience. Applicants must be registered medical 
»ractitioners and possession of a Diploma or Certificate in Public 
fealth would be an advantage. The post is superannuable and 
is subject to a medical examination. Must be able to drive and 
Possess a motor-car: travelling and subsistence allowances in 
accordance with the County scale. 

Forms of application, with particulars of duties and conditions 
of appointment, may be obtained from the County Medical 
Officer of Health, Berkeley House, Berkeley-street, Gloucester, 
to whom completed applications should be sent by 9th June, 
1956 Guy H. Davis, Clerk of the County Council. 

Shire Hall, Gloucester, 3rd May, 1956. 
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CARDIGAN. COUNTY OF CARDIGAN. Appointment 
of Joint Medical Officer (Male). The County Council and the 
County District Councils of the County of Cardigan invite 
applications from duly qualified Male registered medical practi- 
tioners holding registered Diplomas in Public Health for the 
following whole-time joint appointment which becomes vacant 
on Ist October, 1956 :- 

1 Medical Officer to act as DEPUTY COUNTY MEDICAL 
OFFICER and as MEDICAL OFFICER OF HEALTH 
respectively to the following districts :— 

The Boroughs of Aberystwyth, Cardigan and Lampeter ; 
the Urban: Districts of Aberaeron and New Quay ; the Rural 
Districts of Aberaeron, Aberystwyth, Teifiside and Tregaron. 

As Deputy County Medical Officer the successful candidate 
will act under the direction of the County Medical Officer. As 
District Medical Officer of Health he will be subject to the 
Sanitary Officers (Outside London) Regulations, 1935 and 1951. 
Previous local authority experience desirable. Applications from 
persons sitting for the D.P.H. examination in June will 
considered. Knowledge of Welsh will be regarded as an addi- 
tional qualification. Salary determined in accordance e with the 
ym isions of Medical Council Committee * C,"’ will be £1625- 
£52 10s.-£1835 plus the further percentage increase recently 
announced. A motor-car allowance will be paid in accordance 
with the recommendation of Committee “*C”’’ of the Medical 
Whitley Council. The appointment will be subject to the pro- 
visions of the Local Government Superannuation Acts, 1937-53, 
and the successful candidate will be required to pass a medical 
examination. The County Council appointment will be subject 
to 3 calendar months notice on either side. 

Application forms may be obtained from the undersigned. 
Closing date 9th June, 1956. 

J. E. R. Carson, Clerk of the County Council. 

Swyddfa’r Sir, Aberystwyth. 

DONEGAL COUNTY COUNCIL. Applications are 
invited for the post of Temporary MEDICAL OFFICER to the 
District Hospital, Donegal. Applicants must be capable of 
doing major surgery. Remuneration will be.at the rate of 
£16 16s. per week (inclusive). The appointment will be for a 
period of 6 months or pending the making of revised arrange- 
ments, whichever is the earlier. 

Applications, giving full particulars of qualifications and 
experience, must be lodged with the undersigned on or before 
9th June, 1956. T. J. McCMaANvws, County Secretary. 

County House, Lifford, 11th May, 1956. 

LANCASHIRE COUNTY COUNCIL. Applications invited 
from registered medical practitioners for appointments as 
ASSISTANT DIVISIONAL MEDICAL OFFICERS in areas 
adjacent to Bolton and Manchester. Possession of D.P.H. 
desirable. Salary £975-£1375 p.a. Travelling and subsistence 
allowances where applicable. 

Application forms and further particulars from County 
Medical Officer, Serial 606, East Cliff County Offices, Preston. 
MINISTRY OF EDUCATION AND DEPARTMENT OF 
HEALTH FOR SCOTLAND. MEDICAL OFFICERS. The Civil 
Service Commissioners invite applications for the following 
permanent posts for Men and Women aged 28 or more on 
Ist May, 1956. 2 Medical Officers in the Ministry of Education 
(in London); 1 Medical Officer in the Department of Health for 
Scotland, headquarters in Edinburgh and interviews for this 
post will be held there. Interviews in July. Candidates must 
be registered medical practitioners and must have had experience 
in the School Health Service. Possession of a Diploma in Public 
Health or Child Health desirable. For.the Ministry of Education 
posts, experience in the Public Health Service, including epidem- 
iology an advantage. For the Scottish post, experience in the 
care of handicapped children is essential. In the Ministry of 
Education, the work includes inspecting and reporting on the 
School Health Service and local education authorities’ arrange- 
ments for handicapped children ; advising and acting as the 
representative of the Ministry. The duties of the Scottish post 
are mainly advising the Department on the health and nutrition 
of school-children, and on handicapped children. Starting salary 
(London) for 454-hour week from £1685 at age 35 (lower for 
those under 35) to £2000 at 40. Exceptionally, a candidate 
age 40°or over on entry may receive starting pay above £2000 
according to qualifications and experience. Scale maximum 
£2200. Somewhat lower outside London. Promotion prospects. 
Non-contributory pension and gratuity. 

Further information on these and other posts and application 

form from Secretary, Civil Service Commission, 6, Burlington- 
gardens, London, W.1, quoting No. 5856/7. Application forms 
to be returned by 14th June, 1956. 
MINISTRY OF LABOUR AND NATIONAL SERVICE, 
MINISTRY OF SUPPLY. MEDICAL OFFICERS. The Civil 
Service Commissioners invite applications for the following 
permanent posts for Men and Women aged 28 or more on 
Ist May, 1956. 1 Medical Inspector of Factories in the Ministry 
of Labour and Natienal Service, and 1 Medical Officer in the 
Ministry of Supply. Interviews in London, in July. Candidates 
must be registered medical practitioners, preferably with scien- 
tific qualifications. Experience in industry or possession of 
D.1.H. an advantage. Duties of the Medical Inspectors of 
Factories include investigation into the occupational health of 
industrial workers and supervision of the work of appointed 
factory doctors. Ministry of Supply Medical Officers are con- 
cerned with occupational medicine in the Department's factories 
and outstations. Starting salary (London) for 45}-hour week 
from £1685 (slightly less in Ministry of Supply for 42-hour week) 
at age 35 (lower for those under 35) to £2000 at 40. Excep- 
tionally, a candidate age 40 or over on entry may receive starting 
pay above £2000 according to qualifications and experience. 
Seale maximum £2200. somewhat’ lower outside London. 
Promotion prospects. Non-contributory pension and gratuity. 

Further information on these and other posts and application 
form from Secretary, Civil Service Commission, 6, Burlington- 
gardens, London, W.1, quoting No. 58 56/7. Application forms 
to be returned by 14th June, 1956. 
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GENERAL BOARD OF CONTROL (SCOTLAND). Med- 
ICAL OFFICER. The Civil Service Commissioners invite 
applications from registered medical practitioners (Men and 
Women) for this permanent post. Candidates must be aged 28 
or more on Ist May, 1956. Interviews in Edinburgh in July. 
Candidates must be registered medical practitioners with special 
qualifications in psychiatry. Experience in mental health work 
essential. Duties are to visit mental patients and defectives 
boarded out in private dwellings, and to participate in the 
development of the Mental Health Service. Starting salary 
(Edinburgh) for a 45}-hour week, from £1679 at age 35 (lower 
for those under 35) to £1950 at 40. Exceptionally, a candidate 
at age 40 or over on entry may receive starting pay above 
£1950 according to qualifications and experience. Scale maxi- 
mum £2150. Somewhat lower elsewhere in Scotland. Promotion 
prospects. Non-contributory pension and gratuity. 

Further information on this and other posts and application 
form from Secretary, Civil Service Commission, 6, Burlington- 
gardens, London, W.1, quoting No. 58/56/7. Application forms 
to be returned by 14th June, 1956. 

SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE/UNIVERSITY OF STELLENBOSCH. 
Joint Medical Staff for Karl Bremer Hospital, Bellville. Vacancy. 

Applications are invited from registered medical practitioners 

for appointment to the following post : 
DEPARTMENT OF PATHOLOGY 

FIRST ASSISTANT (Medical Practitioner, Grade G). 

The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder, as well as the agreement entered 
into between the University of Stellenbosch and the Provincial 
Administration. The successful applicant will be required to 
become a member of the Cape Provincial Officials’ Pension Fund. 

Joint Medical Staff personnel are required to serve jointly the 
Provincial Administration of the Cape of Good Hope and the 
University of Stellenbosch. 

Candidates for this post should have majored in Pathological 
Histology. 

In addition to the basic salary, a cost-of-living allowance at 
rates prescribed from time to time by the Administration, is 
payable to full-time officials, at present amounting to £234 p.a., 
if married. 

The First Assistant will be appointed on a whole-time basis 
only, with no right to a private practice, with salary at the 
rate of £2220 p.a., provided that the salary may have to be 

usted according to the period of registration as a specialist. 
he successful applicant will be required to submit satisfactory 

Birth and Health Certificates and his/her appointment will be 
subject to the following conditions : 

(i) Appointment will be on contract for 5 years in the case 
of a citizen of a Commonwealth country or the Republic of 
Ireland and 6 years in the case of a citizen of European 
countries other than the United Kingdom and the Republic 
of Ireland. 

(ii) Transport expenses (third class by rail overseas and 
second or cabin class steamship fare and first class by rail 
in the Union) necessarily incurred by the successful appli- 
cant from place of residence to the place of assumption of 
duty in South Africa, will be defrayed by the Adminis- 
tration provided that, if the contract is broken within 1 
year of the date of assumption of duty the person appointed 
must refund to the Administration the full amount paid in 
respect of transport expenses and if the contract is broken 
within 5 years of the date of assumption of duty in the 
case of a Commonwealth citizen and 6 years in the case of a 
citizen of another European country, the person appointed 
shall refund to the Administration the pro rata share of the 
full ~ above referred to in respect of the unexpired 
period. 

(iii) The person so appointed will be offered permanent 
appointment during the terms of contract but not earlier 
than 3 years from the conclusion of the contract, provided 
he/she has passed an examination in Afrikaans as second 
language, which examination shall not be lower than the 
standard required for the Junior Certificate Examination 
of the Department of Education of this Province and 
provided further that his/her services and conduct during 
the period of contract are satisfactory and his/her state of 
health is such as will enable him/her to continue to discharge 
efficiently all the duties of the post in which he/she will be 
employed. 

Application must be made on the prescribed form, Staff 23, 
which is obtainable from the Staff Clerk, Room 309, South 
Africa House, Trafalgar-square, London, W.C.2. 

Completed application forms must be addressed to the 
Registrar of the University of Stellenbosch, Stellenbosch, South 
Africa, and must reach him not later than 23rd June, 1956. The 
medium of instruction of the University is Afrikaans ; applicants 
must state their degree of proficiency in Afrikaans and’ English. 
Applicants must give details in regard to age, experience, qualifi- 
cations, publications and research interests, and furnish the 
names of at least 2 referees. 

Candidates must state the earliest date on which they can 
assume duty. 

SHEFFIELD. CITY OF SHEFFIELD EDUCATION 
COMMITTEE. Applications are invited from duly qualified medical 
ractitioners (Men and Women) for appointment as SCHOOL 
IEDICAL OFFICER. Special consideration will be given to 
the applicatiens of candidates who have had experience in 
the treatment of children. Possession of the D.P.H. or D.C.H. 
qualification will be an advantage. Salary scale to be in accord- 
ance with the Whitley Councils for the Health Services (Great 
Britain) Medical Council, Committee *‘ C.” Superannuable 
post. Subject to satisfactory medical examination. 

Application forms and particulars of the appointment may be 
obtained from the Director of Education, Education Office, 
P.O. Box 67, Leopold-street, Sheffield, 1, and should be returned 
not later than 9th June, 1956. 

STANLEY MOFFETT, Director of Education. 


PROVINCIAL ADMINISTRATION 
Medical staff for Karl Bremer 


SOUTH AFRICA. 
OF THE CAPE OF GOOD HOPE. 
Hospital, Bellville. Vacancies. 

Applications are invited from registered medical practitioners 
for appointment to the following posts on the establishment of 
the Karl Bremer Hospital, Bellville, which will serve initially 
as the training school of the Medical Faculty of the University 
of Stellenbosch. 

DEPARTMENT OF RADIOLOGY 
Full-time : 

1 post MEDICAL PRACTITIONER (Grade F). 

1 post MEDICAL PRACTITIONER (Grade G),. 

The Administration reserves the right to fill the post of 
Medical Practitioner (Grade G), with part-time employees 
should it not be possible to fill it in a whole-time capacity with 
a suitable applicant for which purpose the post is divided in 11 
sessions. 

Candidates should therefore state whether they wish to be 
considered for : 

(a) appointment only in a whole-time capacity ; or 

(b) appointment only in a part-time capacity ; or 

(c) appointment either in a whole-time capacity or in a part- 
time capacity and if the latter the number of sessions should be 
stated which they are prepared to undertake weekly. 

DEPARTMENT OF ANASSTHESIA 
Full-time : 
1 post MEDICAL PRACTITIONER (Grade C). 
1 post MEDICAL PRACTITIONER (Grade A). 
REMUNERATION 
Full-time posts 

Medical Practitioner (Grade G) £2220 p.a. 

Medical Practitioner (Grade F) £1980 p.a. 

Medical Practitioner (Grade C) £1380 p.a. 

Medical Practitioner (Grade A) £684—£780—£876 p.a. 

In addition to the basic salary a cost-of-living allowance at 
rates prescribed from time to time by the Administration, is 
payable to full-time people at present amounting to £234 p.a. 
for a married man and nil for a single person. 

Part-time posts 

Medical Practitioner (Grade G) £202 p.a. per session. 

In case of part-time posts a session shall be 4 hours per week, 
not necessarily continuous clinical and/or teaching work. 
Applicants must state the number of sessions they would on 
appointment be prepared to undertake. 

QUALIFICATIONS 

Medical Practitioner .(Grades G and F) must be registered 
specialists in the specialties in which the vacancies exist and 
must have not less than 3 years experience after registration as 
a specialist. 

Medical Practitioner (Grade C) must have not less than 5 
years experience after graduation or 4 years after registration, 
of which not less than 3 years shall have been spent in training 
as a specialist in the specialties in which the vacancies exist. 

Medical Practitioner (Grade A) up to and including 3 years 
experience after graduation or 2 years after registration. 

The conditions of service are prescribed in terms of the Hospital 
Service Ordinance, No. 19 of 1941, as amended, and the regula- 
tions framed thereunder, as well as the agreement entered into 
between the Provincial Administration and the University of 
Stellenbosch. 

The successful applicants will be required to submit satis- 
factory Birth and Health Certificates and their appointment will 
be subject to the following conditions :— 

(i) Appointment will be on contract for 5 years in the case 
of a citizen of a Commonwealth country or the Republic 
of Ireland and 6 years in the case of a citizen of European 
countries other than the United Kingdom and the 
Republic of Ireland. 

(ii) Transport expenses (third class by rail overseas and 
second or cabin class steamship fare and first class by 
rail in the Union) necessarily incurred by the successful 

~ applicant from place of residence to the place of assump- 
tion of duty in South Africa, will be defrayed by the 
Administration provided that, if the contract is broken 
within 1 year of the date of assumption of duty the 
yerson appointed must refund to the Administration the 
full amount paid in respect of transport expenses and 
the contract is broken within 5 years of the date of 
assumption of duty in the case of a Commonwealth 
citizen and 6 years in the case of a citizen of another 
European country, the person appointed shall refund to 
the Administration the pro rata share of the full amount 
above referred to in respect of the unexpired period. 

(iii) The person so appointed will be offered permanent 
appointment during the terms of contract but not 
earlier than 3 years from the conclusion of the contract, 
provided he has passed an examination in Afrikaans 
as second language, which examination shall not be 
lower than the standard required for the Junior Certi- 
ficate Examination of the Department of Education of 
this Province and provided further that his services and 
conduct during the period of contract are satisfactory 
and his state of health is such as will enable him to 
continue to discharge efficiently all the duties of the post 
in which he will be employed. 

The successful applicants for all the above-mentioned posts 
will be informed by the Medical Superintendent when they have 
to assume duty. 

Applications must be made in duplicate on the prescribed 
form, Staff 23, which is obtainable from the Staff Clerk, Room 
309, South Africa House, Trafalgar-square, London, W.C.2. 

Completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, 
South Africa, and must reach him not later than 23rd June, 1956. 
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MINISTRY OF HEALTH, WELSH BOARD OF HEALTH, 
MINISTRY OF PENSIONS AND NATIONAL INSURANCE, H.M. TREASURY. 
MEDICAL OFFICERS. The Civil Service Commissioners 
invite applications for the following permanent posts for Men 
and Women aged 28 or more on Ist May, 1956. 9 Regional 
Medical Officers in the Ministry of Health, 1 Regional Medical 
Officer in the Welsh Board of Health, 10 Medical Officers 
(Regions and Central Office, Blac kpool) in the Ministry of 
Pensions and National Insurance and at least 1 in the Treasury 
Medical Service. Interviews in London, in July. Candidates 
must be registered medical practitioners and must have had 
good clinical experience and, for Ministry of Health posts, a 
wide experience of general practice. Experience in medical 
boarding, or occupational health an advantage. For the post 
in the Welsh Board of Health a knowledge of the Welsh language 
is desirable. In the Ministry of Health the work is mainly 
examining insured persons’ incapacity for work, examining 
persons under the Disabled Persons (Employment) Act, 1944, 
and administrative duties arising out of the National Health 
Service. In the Ministry of Pensions and National Insurance 
the work is mainly concerned with claims for war pensions and 
disablement benefit under the National Insurance (Industrial 
Injuries) Act. In the Treasury Medical Service duties relate 
to the health aspect of working conditions in the Civil Service, 
the supervision of sick absence, and the medical suitability of 
candidates for employment in the Post Office Departmental 
grades. Starting salary (London) for 454-hour week from 
£1685 at age 35 (lower for those under 35) to £2000 at 40. 
Exceptionally, a candidate age 40 or over on entry may receive 
starting pay above £2000 according to qualifications and experi- 
ence. Scale maximum £2200. Somewhat lower outside London. 
Promotion prospects. Non-contributory pension and gratuity. 

Further information on these and other posts and application 
form from Secretary, Civil Service Commission, 6, Burlington- 
gardens, London, W.1, quoting No. 58/56/7. Application forms 
to be returned by 14th June, 1956. 


PRISON COMMISSION. Medical Officers. The Civil 
Service Commissioners invite applications for 12 permanent posts 
for Men and 1 for a Woman aged 28 or more on Ist May, 1956. 
Interviews in London, in July. Candidates must be registered 
medical practitioners, preferably with experience in psychologicai 
medicine. D.P.M. is not essential but will be an advantage. 
The work of Medical Officers at prisons and borstals is mainly 
clinical. They are required to make reports, including psychiatric 
assessments, to courts and sometimes to give evidence. Medical 
Officers are responsible for the physical and mental welfare of 
pees in custody, the supervision of the hospital and for general 
giene. Ample opportunity for research into mental and 
ph ysical disorders. Starting salary (London) for 454-hour week 
ym £1685 at age 35 (lower for those under 35) to £2000 at 46. 
Exceptionally, a candidate age 40 or over on entry may receive 
starting pay above £2000 according to qualifications and experi- 
ence. Scale maximum £2200. Somewhat lower outside London. 
Promotion prospects. Non-contributory pension and gratuity. 
Further information on these and other posts and application 
form from Secretary, Civil Service Commission, 6, Burlington- 
gardens, London, W.1, quoting No. 58/56/7. Application forms 
to be returned by 14th June, 1956. 


SHEFFIELD. CITY OF SHEFFIELD. Public Health 
DEPARTMENT. Applications are invited for the appointment of 
DEPUTY MEDICAL OFFICER OF HEALTH at a salary of 
£1733 6s. 8d., rising by annual increments of £100 to a maximum 
of £2033 6s. 8d. A revision in the light of the recent award is 
under consideration. Applicants must be registered medical 
practitioners, holding the Diploma in Public Health, and with 
experience in the administration of the Public Health Services. 
The appointment is superannuable, and the person appointed 
will be required to pass a medical examination and to devote 
the whole of his time to the service of the Council. 

Applications (which must be made on a form to be obtained 
from me) containing the names of 3 persons to whom reference 
may be made, must be received by me not later than 9th June, 
1956, endorsed ** Deputy Medical Officer of Health.’’ Canvassing, 
whether direct or indirect, is prohibited and will be a disqualifi- 
cation. Further information can be obtained from Dr. Llywelyn 
Roberts, Medical Officer of Health, P.O. Box 78, Town Hall 
Chambers, Sheffield, 1. 

Town Hall, Sheffield, 1 Joun Heys, 


TRINIDAD HEALTH DEPARTMENT. 
LABORATORY. SUPERINTENDING MEDICAL OFFICER 
Ps) required to administer the Central Pathological 

aboratory, to carry out the duties of Pathologist, Bacteriologist, 
and Biochemist, and to undertake the training of technicians. 
Candidates must have had at least 10 years postgraduate 
experience and have had suitable postgraduate experience in all 
branches of pathology. A higher degree or diploma in pathology 
or bacteriology is essential, and preference will be given to a 
candidate who has specialised in pathological histology. Appoint- 
ment can be made on a permanent basis with pension (non- 
contributory). Candidates in the National Health Service may 
leave but retain their superannuation rights during their time 
abroad (up to 6 years) and receive a gratuity (taxable) of 20° 
of the aggregate of their salary after completion of their cngage- 
ments. Salary is at the rate of $8400 (£1750) p.a. (1 British 
West Indies $ = 4s. 2d.). Consulting practice is permitted or an 
allowance at the rate of $480 (£100) p.a. in lieu. Income-tax 
at local rates. Quarters are not provided but an allowance is 
paid in lieu. Free passages for Officer, wife, and children, not 
exceeding 5 persons in all on first appointment and up to 3 
adult passages on leave. Local leave is permissible and generous 
home leave is granted after eac h tour. Educational facilities are 
available. 

poste ation forms from 


Town Clerk. 
Bacteriological 


Direc tor of Recruit me i’ Colonial 


General Practice 


For an Executive Council post (England and Wales) apply on form | E.C.16a 
obtainable from the council. Mark envelope ‘* Vacancy. 


BLACKPOOL. Applications invited for Vacancy (urban). 
List at present 1240. Residence and surgery available. Apply 
on Form E.C.16a, before 2nd June, 1956, to— 
G. CLAYTON, Clerk, Blackpool Executive Council. 
Martins Bank Chambers, Clifton-street, Blackpool. 


Hospital Services : Non-Medical Appointments 


PADDINGTON GENERAL HOSPITAL AND GROUP 
LABORATORY, Harrow-road, W.9. NON-MEDICAL BIO- 
CHEMIST (Basic grade) required to work under Consultant 
Biochemist. Candidates should hold university degree in Bio- 
chemistry or A.R.I.C. Whitley Council salary range £475-£845 
p.a. London weighting. Commencing salary dependent on 
qualifications and experience. 

Applications, stating age, qualifications, 
with names and addresses of 2 referees, 
Hospital Secretary immediately. 


Miscellaneous 


Applications are invited for the post of Hospital Admini- 
strator to the Western Memorial Hospital, Corner Brook, 
Newfoundland. The duties consist of general hospital manage- 
ment, supervision of accounts, and liaisons between Board of 
Governors and Medical and Nursing professions. The Hospital 
has 110 Beds and there is a separate Nurses’ Home. It was 
opened in 1950, is of the most up-to-date design and furnished 
with the mdst modern equipment. The commencing salary will 
be $5000 a year. 

Applications, stating age, civil state, and previous experience 
in administration, should be forwarded to Staff Administration, 
The Bowater Paper Corporation Limited, Bowater House, 
Stratton-street, London, W.1, and further particulars may be 
obtained from that Office. 


Bayer Products Ltd. Applications are invited for the new 
appointment of a Research Bacteriologist at the Bayer Bio- 
logical Institute, Exning, Suffolk. The successful applicant 
would be required to undertake investigational work in con- 
nection with the manufacture, application and development of 
new biological and pharmaceutical products for veterinary 
purposes. Applicants should have had bacteriological research 
experience ; a knowledge of veterinary bacteriology and animal 
diseases would be useful but is not essential. 

Applications, with the names of 2 persons willing to act as 
referees, should be addressed to the Head of the Bayer Biological 
Institute, Bayer Products Ltd., Exning, Newmarket, Suffolk. 


Pharmaceutical Company in Slough has vacancy as 
Assistant in Medical Service Department for British qualified 
medical practitioner. Duties non-clinical, mainly evaluating 
new products, organising clinical trials, drafting literature, &c. 
Applicants should have about 4 years clinical experience sub- 
sequent to registration. Opportunity for interesting career (and 
advancement) from a commencing salary of about £1500 p.a. 
Applications in confidence to Address, No. 225, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. Please quote 
AS MSD. 
Medical Officers required by Falkland Islands Depen- 
dencies Survey for tour of 18 or 30 months service in Antarctic 
bases, to leave U.K. in October, 1956. Salary £625 a year. Free 
passages, quarters, messing and canteen stores. Liberal leave on 
full salary. Candidates must possess qualifications registrable 
in the United Kingdom.— Write to the Crown Agents, 4, Millbank, 
London, 8.W.1. State age, name in block letters, full qualifi- 
cations and experience, and quote M3/43214/L 
S.R.N. requires Medical-Receptionist-Secretarial post 
with Doctor. London. Excellent references.—Address, No. 217, 
THE Lancet Office, 7, Adam-street, Adelphi, London, W.C.2 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 
Doctor, living near Brussels, seeks 2 medical families, 
in Oxford or Canterbury, who would offer exchange holidays 
to his son (17 years) and daughter (16 years) during July or 


experience, together 
to be forwarded to 


August.—Address, No. 224, THe LANCET Office, 7, Adam-street, 
Adelphi, London, W.C.2. 
Microscopes. Highest prices paid for good modern types. 


Send or bring your equipment for valvation.—-WALLACE HEATON 

Lrp., 127, New Bond-street, W.1. 

Applicants for posts requiring testimonials “copied or 

duplicated should communicate with MANTON SECRETARIAL 

SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 

O1L41), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 

ate prices by experienced medical typists. Electric machines. 
-SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 

(HAM 5329/0504). 

New Austin Cars from £270 13s. 6d. down, 24 payments 

£12 8s. 2d. Reduced interest and insurance.—SAUNDERS, 
Austin House, 140, Golders Green-road, Golders Green, London, 

N.W.11. 

XLV Pure Devon Honey. The famous and “ so delicious ”’ 

Heather/Clover blend. Six 1-lb. jars 32s. Carriage paid. Twelve 


Office, London, 8.W.1 (quoting No. BCD. 117/38/02 1-lb. 60s.—WoopBURY APIARTIES (L), Woodbury, near Exeter. 
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Symbol of security 


The keynote in the success of ACHROMYCIN tetracycline 

is the genuine sense of security that its use engenders. More 
and more doctors look first to AcHRoMycIN—secure in 

the knowledge that it promises consistently superior 

results. Its range of antimicrobial activity. 

is unsurpassed ; so, too, is its ability to diffuse 

swiftly throughout the body tissues. Moreover, 
ACHROMYCIN is available in an unusually wide 

variety of prescribing forms and is quick to gain the 


acceptance and confidence of patients of all ages. 


ACHROMYCIRN 


TETRACYCLINE 


today’s true broad-spectrum antibiotic 
Available in the following forms : 

CAPSULES EAR SOLUTION INTRAMUSCULAR INTRA- 
VENOUS OINTMENT OPHTHALMIC OINTMENT 
OPHTHALMIC POWDER STERILIZED - ORAL SUSPENSION 
PEDIATRIC DROPS + SOLUBLE TABLETS ~- SPERSOIDS* 
Dispersible Powder * SYRUP TABLETS TROCHES 


* Regd. Trade-Mark 


(=) LEDERLE LABORATORIES DIVISION 
(yanamid Probucts LONDON, W.C.2. 
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to brighten the mood... 
to relax inner tensions... 


Each capsule contains 5 mg. Methylamphetamine 
Hydrochloride, B.P. plus 30 mg. Nembutal 
(Pentobarbitone Sodium, B.P.). Available in 
bottles of 100 capsules. 


ABBOTT LABORATORIES LIMITED . Perivale - Greenford Middlesex Olfott 
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